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FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  ) 


Death  * ) 
Residence 


l£.£fy...sd± 


^ - /-  Date  of)  _ 

ueath  190/ 

Age .years months.  ■4* 


STATISTICAL  DETAILS 


SEX 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  /, /'  . 


HUSBAND’S  NAME 


’ 'fycrVUjt  "jF-  TtPcrZ^ 


BIRTHPLACE*  Jit  £ 


NAME  OF 
FATHER 


Qs&and&o  CL 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


informant! 


7t/s-zrz£_ 


PLACE  OF  BURIAL  OR  REMOVALll  DATE  O 

Cheviot  £ru 


UNDERTAKER 


DATE  OF  BURIAL 


A „cZ 


ADDRESS 


'J. 


EHYSICIAN’S  CER  TIFICA TE 


I HEREBY  CERTIFY  that  I attendet  decease^  during  las 

s,  1rom.3J<k<....l.2: I90r4..to 190../ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  th 


illness 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 
Primary: 


Contributory: 


!Si'"d'  a 

./j’TN..  - 190. y.  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at  1 


Place  of  Death? rA years months days 

Where  was  disease  contracted,  \A  JA  I Vm/WY1 
If  not  at  place  of  death?....! Y^.L.... 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  ‘‘Special  Information.”  If  in  a Hospital  oi 
Institution,  give  its  NAME  instead  of  street  and  number. 

t In  case  of  married  or  divorced  woman,  or  widow. 

* State  or  country:  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

YZS/fc  '“m°’  


I 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN 


FULL  NAME 


DEATH 


{CITY  OR  TO  WN.) 


'r/L 

IWN.) 

£&  f 


Residence  Age. 


w 


Registered  No 

Date  of  l / / ZZ 
Death  S Z ■ ••■■*•••• ^ f 

A*  s 

years tZ. months T“."TT. days 


STATISTICAL  DETAILS 


SEX  COLOR  * 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t. 


OCCUPATION  - ■ /'•'“'v 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


fa  £&*>*>* 


UNDERTAKER  ^~\  ADDRESS 

I - -"*•  T 


DATE  OF  BURIAL 

'Z4.. , 


90  . 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190 1.Xo  190 , 

that  to  theTsest  of  my  knowledge  and , belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


Contributory: 


(Signed). 


C ,.\90y.  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK.— THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


[12-16-1903-1,000] 
,T  223 


COMMONWEALTH  OF  MASSACHUSETTS 

~ CITY  OF  SOMERVIL 


RETURN  OF  A DEATH 

..Ann...HundaV Registered  No. 


.3.4. 


D3t6  of  *r*  «i  ru 

Death  190  7 ••• 


PDeathof  1 .6.Q...Eellsmy...  WesXV-  Somerville , -Mass-, 

Residence  I A7±n.thrQ:&*...]^  Age  .7.6.  years  .....4.  months.  .14  days 

(j\7o.)  ( Street ) [Town  or  City  ana  State ) 


STATISTICAL  DETAILS 


SEX 

Female 


COLOR 

White 


SINGLE,  MARRIED, 

WIDOWED,  OR 

divorced  Wider  -e 


MAIDEN  NAME  V a married  or  divorced  woman , or  widow 

T'.iney 


HUSBAND’S 

FULL  NAME  . _ _ . Tr  ,r  , 

ri1 1 i am  Henry  i.nri  

BIRTHPLACE  Give  state  or  country ; also  city , town,  or  county,  tf  known 


NAME  OF 
FATHER 


Shaploigh,  Me... 


BIRTHPLACE 
OF  FATHER 


John  Eaton  Tiney 

Give  state  or  country ; also  city,  town,  or  county,  if  known 

Shanlci-y"! . He  , 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE  Give  state  or  country ; also  city,  town,  or  county,  i f known 

OF  MOTHER  . , , , 

Shaplei.o-h  , Tie. 


| OCCUPATION 


Tone 


INFORMANT’S  Person  (firing  statistical  details 

NAME 

Ur.  W.  F.  L.unday 

ADDRESS 


( No.) 


W i - i t,  ■ ] r car, . -Ha  r s . 

(Street) ~ (Town,  or  (Hi 


ity) 


PLACE  OF  BURIAL  OR  REMOVAL 


-TQpafl.alcL 


' ( Cemetery ) 


.iss , 


( Town  or  City,  and  State ) 


DATE  OF  BURIAL 


Jan.  16 


I 90, 


UNDERTAKERS 

NAME 

Jo^n  ~Ri 

ADDRESS 

. 3 53  Zledfo rd 


rp  yi  T-  c* 


(Ho.) 


( Street ) 


iQHS 


Son. 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from...Jail.»...13  j.....l90.7.  to.  J.ail  *....13--j 190.. 7 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 

date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows  : 

(If  a soldier  or  sailor  who  served  in  the  war  of  the  rebellion  both  the  primary  and 
contributory  causes  of  death  must  be  given,) 

Primary : Lobular... .pneimionia. 


( DURATION  ) . 

Contributory  : Cardiac  ...f  3.1  lU.I'e 


( DURATION  ) . 


F.  Patterson m.d. 


(Signed) 

(Address)  .. 4.0.  D MEL i H ... S.  t . OhcL 1*  l.C.  3 1 .0  87 i 1 

(IFo.)  ( Street ) ( Town  or  City) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,  or 
Recent  Residents. 

Previous  Residence 

How  long  at 

Place  of  Death? Years,  Months, Days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


(Town  or  City) 


Received 

Jan..  . 1.5... 190  7... Win.  P.  Ilit.chell 

Agent  of  Board  of  Health,  appointed  to  issue  burial  permits 

Ti C. 

City  Clerk 


Jan. ...1.7., i9o? 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 


.J 

J 

3 

b. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 





FULL  NAME  Registered  No 


{CITY  OR  TOWN.) 

9 


Place  of  ; 
Death  * 


\ Death  1 190 ^ 


Date  of  ( 


Residence  Age. 


<T? 


..years.. 


..months Z.Q. days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHE 


i « m c.  . . . 

^4=L-  /J 

<£_ 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

£rt^re' 


UNDERTAKER 

0 fev  $ 

\/Z-± 


^7.' 


- 


DATE  OF  BURIAL 


. 190, 


z 


ADDRESS 

o4w 


PHYSICIAN’S  CERTIFICATE 


ided  deceased  during  last 
.......  I90..X 


I HEREBY  CERTIFY  that  I attended  deceased  dp 

illness,  from  ...T 190 to  / ' / 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  ofi  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


(duration) DAYS 

f 

Contributory: •. 

. (duration) DAYS 

(Signed).  ....VrT..Y. M.D. 

.7/^r....l90.vT(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


— 


MARGIN  RESERVED  EOR  BINDING. 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1907. 


CITY  OF 

BOSTON. 


FULL  NAME...Jennet..te  Q Maringhi Registered  No. 49.5 

P1  n de Residence } Boston M&©e  G*en  Ho sp-i t al 

Date  of  Death JaH-15 I 907 . Age  years. months ^ days. 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 

from 1907,  to 1907, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Usual  Residenc29 5 Sli-irlsy  St  Winth.Fop> 
Jan  17 

Registrar. 


_ 

/<;  //*  7 


Q 

K 

O 

O 

111 

oc 


COMMONWEALTH  OF  MASSACHUSETTS 


{CITY  OR  TO  WN.) 


RETURN  OF  A DEATH 

FULL  NAME  '/!*£&=>. Registered  N 

p,ace  /£..., 90 


Death ' 


Residence  ^ » Age.....*^..)^. 


..ye  ars 


.months «. days 


H 

Z 

111 

Z _J 

< J 

12 

U1 


0.  5 


< 111 

u 

(0 

“ O 

to  H 


Z (0 

H 111 

I i 

it 


_i 

z -J 

h < 


h 

3 

O 


_l 


STATISTICAL  DETAILS 


SE 


COLOR 


<U^!X 


SINGLE,  MARRIED, 

winnu/cn  no  / 


WIDOWED,  OR  / „ , 

DIVORCED 


-c 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


’'f 


NAME  OF 
FATHER 


x//{yU&iy~  fy/cJ&tsL 


BIRTHPLACE 
OF  FATHER  t V 

/ i * 


t *<1  <-  * ■**  L tv— z t 


MAIDEN  NAME 


OF  MOTHER 


THER 


BIRTHPLACE 
OF  MOTHERt 


1^02^2- 


OCCUPATION 


jf  S*  s 


INFORMANT  § 


(f’tiyZiC. 


PLACE  OF  BURIAL  OR  REMOVAL  I 


r D T A l/CD 


UNDERTAKER 


yytn/2) 


DATE  OF  BURIAL 

J/  J !L 


190. 


ADDRESS 


^yi'lO'7 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  Joking  last 

illness,  from 190 .^..to 190  / 

nd  belief  death  occur 


occurred  on'thi 


that  to  the  bi^t  of  my  knowledge  and 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary : 


Contributory: 


Ltho 


.(duration) 


-3 


#2 


3 

. (duration) DAY8 


(signed) ..../. .y.....'^rr...j.r ..., - m.d. 

b-  a^-a— v 


(Address).. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


♦City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 


Name  in  full, 


(I£  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, ~22dJaJ&. ...  Color, . OhiL/Jg 


iju. 

(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


.Condition, 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ,(C.  "N:...  Years, 
Residence,* Cs 


; Months , y/  Pays.  Occupation, / 

Ward, 

Place  of  Death,  7 t/yj., 9A.  pn/JiaAp/Q 

A • >$tete-  vea^ month  and  day.; 

Place  of  Birth a)Al I'idfAXX. Date  of^  Birth,  '/yo y 

Name  and  Birthplace 

of  Father,  ) a JX  y ^ 

Maiden  Name  and  > //' ig.i/P  /Yr  r /UP  t£xP.  PFP^  Ufis  XN 

Birthplace  of  Mother,  f t . ^ X/  . s'  X 

iyd£iy.c£f.. 

/ 


Place  of  Interment,^^^^f/Mx//lA/^i.a>. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston , ,, 190. 

Age,j 


Name  and  Age)  fL/f . ^ , , [A 

of  Deceased.  ) J 


^^3 


of  Deceased,  ) A^(.  .. 

I hereby  certify  that  I attended  deceased  from. ../WX/\...  ]px)  190  J, 

10(T\  that  I last  saw <uLxrr>. alive  on  the day  of df/P/PX  190  , , 

J / ' ( J rf)  y 

that... dpss......died  on  the day  of/.. 190 J,  about  'o’clock 

API.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  dnd  belief,  the  cause  of..  death 

was  as  follows:  f— 

DAyyy\PLA^y\A 


4 


Disease 


i 


Chief  cause, 


Duration 


| Contributing  cause, 
J Chief  Cause, 


I/M 


Contributing  cause, 


»If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


XI.  D. 


S‘2t 


/ 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


, ffcvriu:. 


FULL  NAME 
Place  of 
Death 


RETURN  OF  A DEATH 


? } . . . . . °olltb 

xOP. C?  6 


( CITY  OR  TOWN.) 
Registered  No.. 


Residence/.. Age. 


<^i\..3i//.... 1907 

/ 7 ? 

' . + 


, .months — TTTr^L/. days 


STATISTICAL  DETAILS 


T A°)  1 /-y 


SINGLE,  MARRIED, 

WIDOWED,  OR 

DIVORCED  /na^t^yC 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


BIRTHPLACE  t 


W 


NAME  OF 


FATHER 


A 


BIRTHPLACE 
OF  FATHER t 


icE  /f 

ERt  /7 


/c-y-yi  y y 


MAIDEN  NAME 
OF  MOTHER 


PLACE  OF  BURIAL  OR  REMOVAL  II 


fr-tr 


DATE  OF  BURIAL- 

Ci 


Q^ys.^0.  i9o7 

addf 


(DDRESS 


i 

/Zo  j^juu^CA^' 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  ...  Hi ua* 190  4.tO .£U^v^...^r^.l90...^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  oryrhe 
date  stated  above,  and  that  the  CAUSE  OT  DEATH  was  as  follows: 

..  ..  0 


Primary: 


Contributory : 


.(duration) / 

(K/ffr  * ' J 


(Signed). 


.,:.‘T^..r^.^..l90..{£{Address) W' 


rsjn:: 


T 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

_||  Name  of  cemetery. 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


Name  in  full , 


(If  married'or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, .. 


Color, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Condition, 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Years,  -Y  Months,  .../x^bays.  Occupation, 

Residence,* ; t/Vif </ ' I-'k/  J )■  Loi/pl  Ward, 

Place  of  Death,.  J&/://  & ffTcZ 

Place  of  Birth, cl&t,  ID:  \7.  .. 0/ J Date  of  Birth, ^ S & 

Name  and  Birthplace  \ y USt?.. “7:  . .^A  CP  / Cy  L 


(Statayfear,  month  and  day.) 


of  Father, 

Maiden  Name  and  ////- 
Birthplace  of  Mother,  ) , _j/'\  / f 

Place  of  Inter7nent,..Nc.M.C.AALlh/P^ 


A)  / fit? 


A.X. 190/ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Rkrstun, 

Name  and  Age  ) w - ' / rj 

of  Deceased,  f Age,  <£>/  years. 

V. 

I hereby  certify  that  I attended  deceased  from.  ^ 190&,  , to 

x ■ 

190/,  that  I last  saw .... alive  on  the 'Sr/.. ...day  of F-S/  190/, 

that /A~r. died  on  the Ay/.. day  of / CSrrrFr^tf. 190/  about...  At^/o’clock 

\S  /gf  / ■ 

AtvM i,  (**■  P.M.,  and  that,  to  the  best  of  my  knowledge  and  beMef,  the  cause  of.  death 

was  as  follows:  _ 

( Chief  cause, Sr.CYPPS-. ■ X'Sf.fA. 

Disease  \ 

( Contributing  cause, 

f Chief  Cause, T*rr.fr.-tPS<l, 

Duration  \ /f  _ _ 


) ..  . N 

Contributing  cause, 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.D. 


[3.’06-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  DecAh^ff/'^? ^ ^ / / / 


Name  in  full, 


(If  married  or/*fij^fi‘ced  woman  ai^e  maiden  name,  also  name  of  husband.) 

f 


i r 


(Single,  Married,  Widowed  or 
Divorced^ 


'exffgf.  S - / /. . Color,  Condition 

(White,  Black,  Mixed,  Chinese,  » 

yw  yp  Indian,  etc.)  / OivorcedJ 

Age,  (T...  ' Years.  ^ .Months,  v Days.  Occu patiojz, ^ ri/^ ^ — " 

Ay  Ward, 


Residence, 

Place  of  Dearth, 


ass/ 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Boston , r . C 190 


Name  and  Age  ) 
of  Deceased,  ) ^ 


Age, if.  years. 

I hereby  certify  that  I attended  deceased  from 190  , to 

190  , that  I last  saw alive  on  the day  of 190  , 


that  died  on  the day  of 190  , about  o’clock 

J 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  <Y\SAy  death 
was  as  follows : 

j Chief  cause, C 


I disease 


Contributing  cause, 


<5* 


Permit  JVo. 

RETURN  OF  DEATH. 

'(PiaIJ/LA^  Vo  ^PQgTOfV,  MASS.  s 

/ Dag#- of  DeaDif ^ 

Name  in  full, . . . ^ 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


£ex, ..  ItfaaApj Color,  Condition, .... f.  4U2j2^J 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 

Age,  ..Co^  Years,  / Month f,  ^ Days.  Occupation, 


<2x2A. 

f 


Ward, 

7 r 


ItsLk 


tate  year,  month  and  day.) 


Residence,  * )^gA / L A4 A PVXS&N.  O 

Place  of  Death,.  ...$b  /aai/ 

Place  of  Birth,  , ■'<AD..U./.Yhi  Date  of  Birth,  Aj.g.pjlJ  8A 

Name  and  Birthplace  ) IgA gL,  Q..Qk  k.lA  g.  J^Q.. 

it.-  \ d*?'. - Nc/P. 


of  Father, 

Maiden  Name  and 
Birthplace  of  Mother,  ) ^(ff 

Place  of  Interment 


, /j  i 

U...... 


ci 

rJ^T.udL).. 

A Undertaker. 


FHYSICiAN’S  CERTIFICATE  OF  THE-  CAUSE  OF  DEATH. 

Q/  i b 'BnsPmM:. X/cfjgHdA. /Z.4A/.. v-~f. / I r 190  yS. 

AcIM  m,MAAlc  ^ge,..£g.yearsy >H 

I hereby  certify  that  I attended  deceased  from 190^, 


J9Q  that  I last  saw  alive  on  the S-f.  J.'K day  of  ..  190^, 

that died  on  the s? g ^ day  of " 190  f,  about  A ...o’clock 

/ * 

A.M.,  wrPr^f.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows:  J J + a . 

| Chief  cause,  j I i 

| Contributing  cause, Ca-/ yt 

J Chief  Cause, 


Disease 


Duration 


Contributing 


cause, 


driNtyviyC, 


M.  D. 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


*1/ 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


(i CITY  OR  TOWN.) 


OF  A DEATH 

FULL  NAME Registered^No. 

r,  & »„  t 

" ' 3/ 


..years.. 


j>  <«r 

..months .".....days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR  (/;  , 


DIVORCED 


MAIDEN  NAMEt  ^ 

HUSBAND’S  NAMEt  ^ ^ ^ ^ 

BIRTHPLACE  X * _ 

NAME  OF 
FATHER  ry-/ 

BIRTHPLACE 
OF  FATHER!  ^ 

/3 

MAIDEN  NAME 
OF  MOTHER  ? 

BIRTHPLACE 
OF  MOTHERt  , 

V. 

OCCUPATION  . * 

INFORMANT  § 

PLACE  OF  BURIAL  OR  REMOVAL  II 

?_  -o 


DATE  OF  BURIAL 


UNDERTAKER 


/is./  „ 

— ( — L * — — i 


JL 


ADDRESS 


PHYSICIAN’S  CER  TIFICA  TE 


I HEREEY  CERTIFY  that  I attended  deceased  during  last 


illness,  from 


190  .p.-to  190  y, 

i The 


that  to  the  West  of  my  knowledge  and  belief  death  occurred  on  The 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


±L. 5^jrh^.. 

Contributory: 


.(DURATION).....™... DAYS 


(Signed) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 

.QtytfLA.J.h.. 


.190. 


- 


Clerk  t 

— — 1 


iPITYJ  IjJ i 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Stoneham 

RETURN  OF  A DEATH  ( CITY  OR  TOWN.) 


FULL  NAME  .-dfv.IllfcZ ii.h&.l Registered  No.  

PDea*h<*f  }^e:R  -EHglaM. 

Residence  Age .5.7. ....years months days 


STATISTICAL  DETAILS 

PHYSICIAN'S  CERTIFICATE 

SEX  , ..  COLOR...  . , SINGLE,  MARRIED,.  , 

Male  r. i e widowed,  or  Married 

DIVORCED 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last 
illness,  from  ... 1 9 0.7. . .t o F .? .^?. • 4 .*. 7 9 0 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary : ... .C. a n.C.er. ...0.£...£ QW.e.1 

MAIDEN  NAMEt 
HUSBAND’S  NAME  f 

BIRTHPLACE? 

Quincy,  Mass. 

Two. years.. (duration)  ....  0ay« 

NAME  OF 
FATHER 

Howard  Vinal 

Contributory : 

BIRTHPLACE 
OF  FATHER? 

Scituate,  Mass. 

(Signed) » ...  J'Li.C.O.  .1  ri M.D. 

MAIDEN  NAME 
j OF  MOTHER 

Claris  Wentworth 

,.Zeb.....4 i90..7.(Address)-  i elrose  Jtess . 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months  days 

Where  was  disease  contracted, 

If  not  at  place  of  death?.. 

BIRTHPLACE 
OF  MOTHER  ? 

Unknown 

OCCUPATION 

Shoe  Manufacturer. 

INFORMANT  § 

A. H. Vinal 

Feb,  .4...  JUUUJL 

\ f clerk 

PLACE  OF  BURIAL  OR  REMOVAL  II 

V/aterman  & Son 
Boston.  Mass. 

DATE  OFJfiiMttAL 

removal 
Feb-.. -4 190.7.. 

* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow.  ‘ 

t State  or  country;  also  city,  town  or  county,  if  known. 

§ Namo  and  address  of  person  giving  statistical  details. 

It  Name  of  cemetery. 

UNDERTAKER 

JMr.&  Mrs.F.T. Churohil 

ADDRESS 

L Melrose,  Mas 

* 

[3-’06  37-LM.J 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 



(f  N ^ Date  of  Death,  AA~f.  A iNgll 

Name  in  full,  fryN. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Age,  ,^/v:.  Years, 

Residence ,* y 

Place  of  Death,  Zf  / , 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 

Months , ~^—-Days.  Occupation, 

r 


(Single,  Married,  Widowed  or 
Divorced.) 


ZZUzg.  ,N-. Ward, 


(State  year,  month  and  day.) 


Place  of  Birth, 4^  (Z ^ ^ Date  of  Birth, 

^ ~ 


Name  and  Birth-place  ) Zl/iflJlN^/r..ZzZcZ 
of  Father,  J 

Maiden  Name  and  [ 

Birthplace  of  Mother,  ) 

Place  of  Interment 

cL-.l 1 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


<£\ 


Name  and  Age  ) 
of  Deceased,  ) 


A'J'cAZ&Ziy  .J  -Boston, c 


fNtfpAA  /vu  </  Age,  JA 


*/ 


190 

years 

I hereby  certify  that  I attended  dyeceased  from  — 

190  , that  I last  saw ..ACL^. alive  on  the  2* 

that ('■.  iZ. died  on  the /...4? day  of DN'A.PN.  ^ 190  1,  about.  -d clock 


2,  y 190/  , to.,.y*}  > Y J 7 

\ „ c/ 

day  of .....WN~Y].  190 j, 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..  death 

was  as  follows ; - * 

( Chief  cause, 

Disease  \ 


| Contributing 


cause, 


M.D. 


K. 


[S.’06-37-LM.] 


Permit  No. 


RETURN  OF  DEATH. 

iBOSTOiN,  MASS. 


Name  in  full, 


Sex, .... 
Age, ^3.. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, AffA.....*. Condition,  ...fA.N.. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Years,  ^ Months,.. Days.  Occupation, 

Residence, * .{N/.  ~N(P  , Ward, 

Place  of  De ath, NA>. *?. . . .ffff?...  7 


(Staro*-¥^ar,  month  and  day.) 


Place  of  Birth Date  of  Birth  ffAAAy.  / */:. 


Name  and  Birthplace  ) 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 


*-■* . 


0~. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,..  ,2zf..2-'.l 190 


I hereby  certify  that  I attended  deceased  from  19(f)  , to 

190  ~),  that  I last  saw alive  on  the.  NNNf...  AP  day  of AA  190  J, 

/ / ^ ^ ✓ 7 


^.M.,  or  F.M:,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of . 
was  as  follows:  fj 

Chief  cause, (l 


N 


death 


Disease 


J 


| Contributing  cause, 


f Chief  Cause,. 

Duration  , ^ c\J 

( Contributing  cause, o ..P  /f  ' 


M.D. 


•If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 





— , — 


' 


-i  9 It  'r* 


FILL  OUT  WITH  INK.-THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


[12-16-1903-1,000] 

J 223 


COMMONWEALTH  OF  MASSACHUSETTS 

" ' ~ CITY  OF  SOMERVILLE 


RETURN  OF  A DEATH 

FULL  NAME Mary  IT...  Buclcnam Registered  No 154.. 


PDecathof}.  .5.7  Beech  Street., Somerville.,.,  mss.. DDeathof....P.eli..  ...2.5.,...  190  7 


Residence  i Winthj?.O.p.,...Ma.S.S.* Age  . 7.8..  years  ...&■■  months ...7...  day 

(No.)  ( Street ) 1 (Town  or  City  ana  State)  1 


STATISTICAL  DETAILS 


SEX 

Female 


COLOR 

White 


SINGLE,  MARRIED, 

WIDOWED,  OR 

divorced  Widowed 


MAIDEN  NAME  If  a married  or  divorced  woman,  or  widow 

Marv  M.  Metz 

HUSBAND’S 
FULL  NAME 

-Tamps  ‘RnoVnam 

BIRTHPLACE 

Give  state  or  country ; also  city,  town,  or  county,  if  known 

Unknown 

NAME  OF 
FATHER 

Cl  if ford  Metz 

BIRTHPLACE 
OF  FATHER 

Give  state  or  country ; also  city,  town,  or  county,  if  known 

Pennsylvania 

MAIDEN  NAME 
OF  MOTHER 

- Sarah  Hutchins 

BIRTHPLACE 
OF  MOTHER 

Give  state  or  country : also  city,  town,  or  comity,  if  known 

Kittery,  Mai ne 

OCCUPATION 

INFORMANT'S 

NAME 

Person  giving  stat  ist  ical  deta  ils 

nniP  1.  St.nnft  . TYmarVt ter 

ADDRESS 

31  Hawthorne  Avenue.  Winthron 

(No.) 

(Street)  ' ( Town  or  City  f 

PHYSICIAN’S  CERTIFICATE 


PLACE  OF  BURIAL  OR  REMOVAL 


(Cemetery) 


Brockton.  Mass 

/ ..... . .. 


( Town  or  City,  and  State  j 


DATE  OF  BURIAL 


J 90_ 


I HEREBY  CERTIFY  that  I attended  deceased  during  las 

illness,  from  Feb.  1, 190  7 to  Feb. ....... 2.4., 190...' 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  th 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

(If  a soldier  or  sailor  who  served  in  the  war  of  the  rebellion  both  the  primary  an 
contributory  causes  of  death  must  be  given.) 


Primary: Aortic  Regurgitation. 


( DURATION  ) . 


Contributory  : 


( DURATION  ) 

(Signed)  J o s eph  F . G rai ng.e r M.  d 


(Address)  440  Cambridge.  .St . , Ganbridg 

(No.)  ( Street ) (Town  or  City) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,  or 
Recent  Residents. 

Previous  Residence 

How  long  at 

Place  of  Death  ? Years,  Months,  Days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 


UNDERTAKER'S 

NAME 


ADDRESS 


Sumne r Floyd  . 


—145  Herman  St.,  Winthrop.  Mass,  il  Fe o . 26 , i9o7 

(No.) ( Street ) ( Town  or  City) 


Received 

Feb.,  .26.., i9o  7.  Wm.  P.  Mitchell 

Agent  of  Board  of  Health,  appointed  to  issue  burial  permit! 

Piled 

I Feh.....,26 1 9 o 7 • . —7 ‘ 

City  Clerl 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Q 

£C 

O 

O 

U1 

tc 

H 

Z 

U! 


* 

I- 

D 

O 

_l 

-I 

iZ 


RETURN  OF  A DEATH 

FULL  NAME  : Registered  No. 

- 


{CITY  OR  Jf OWH.) 


Place  of  | 
Death  * i 


Date  of  ( 

Death  ' '90 


.years. . 


..months days 


STATISTICAL  DETAILS 


PHYSICIAN’S  CERTIFICATE 


SEX 

COLOR 

SINGLE',  -himuhilu, 

MyiUlx 

•AVtvU 

WHUU'i'ILU,  1ST 

MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE? 

NAME  OF 
FATHER  fX 

Ns 

BIRTHPLACE  1 1 

OF  FATHER? 

MAIDEN  NAME 

OF  MOTHER  ~ 

BIRTHPLACE 
OF  MOTHER? 

r 

OCCUPATION 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from ^ 190^  ...to 190^  . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  

(DURATION; DAY 8 


Contributory : 


on) DAYS 

SPECIAL  INFORMATION  only  for  Hospital,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 

Filed 




^^^!^.T,!.^...l90...\(Address) 


190 

Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country:  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


AS 


V 


[3.’06-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death , 

Name  in  full, 

rrr. <Y^b... ... 

rried  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

/ y'  ^ 


(If  married  < 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, Color, Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Marr 

Indian,  etc.)  Dh „ 

Age,  Years,  ^ ,gl onths, Days.  Occupation,  

Residence,  * P'ef ' .Y  • Ward, v 

Place  of  Death,  Tf;.. f 

V-"  J / (State  year,  montii  and  i 

Place  of  Bi rthfg(Z*^  'y  Date  of  Birth, 


Xante  and  Birthplace  \ S. 
of  Father, 

Maiden  Xante  and  ) 
Birthplace  of  Mother,  ) 

Place  of  Interment,. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston 1 90 

Age, ...  years. 

I hereby  certify  that  I attended  deceased  front WO  , to 


Xante  and  Age  j 
of  Deceased,  ) 


190  , that  I last  saw alive  on  the 


<S» 


day  of 190  , 


that  ...died  on  the Y day  of  1907,  about  o’clock 

P 

A.M.,  or  P.M.,  and  that,  to  the  best  of  nty  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

( Chief  cause, %-• 

Disease  - 

( Contributing  cause,  


M.D. 


A 


[3-'06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

eeksro'N,  mass. 


Name  in  full,  


Y~^ 


(If  married  or  divorced  woman  give  maiden  nairyg,  also  name  of  husband.) 

Sex, . CX  'P Color,  ^Z/:/ If..  So  Condition,  ..Zh. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ..y^.  Z.  Years,  ^ Months,^ ^ Days.  Occupation, 

Residence,*  Ward,. 

Place  of  De  adh,  CZrhAIYI 

Place  of  Birth/2lfi ~Cy  l Zlt  fCA.ggJL  Date  of  Birth,  <1  */^’An6 


(State  year,  month  and  day.) 


Name  and  Birthplace  I f /\  y l 

of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment,. gjgf 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/ ■'  ( (H^t  >'  - 'rBedm, /J~. 190  y . 


^ofYcmsed‘e\  7 Age,  fk  years. 


Disease 


J 


Chief  cause, 

| Contributing  cause, 


3 190?,  to  ZdC/N  '.. 

alive  on  the /./... day  of 190*?, 

//.. day  of.  19  O'?,  about  / d,  3 6 '.o’clock 

my  knowledge  and  belief,  the  cause  of.  nL. 

(3*.t 


I hereby  certify  that  I attended  deceased  from 

190*^,  that  I last  saw 

that.JlZtL^ died  on  the 

. j.  M-.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows : 


death 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  (CITY  OR  TOWN.) 

FULL  NAME  Registered  No. 

p^eth°.f } DDa:;t°f  l ,90? 

Residence  Age ^fT....(.. .years months days 


STATISTICAL  RETAILS 

SEX  C7 — 

COLOR 

SINGLE,  MARRIED, 

WIDOWED,  OR  rf, ^ h 

DIVORCED 

MAIDEN  NAMEt 

* S 

- 

HUSBAND’S  NAMEt  X)  / 

BIRTHPLACEt 

NAME  OF  , 

FATB" 

BIRTHPLACE 
OF  FATHERf 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER! 

OCCUPATION 

INFORMANT  § 

__ 

PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


j 


DATE  OF  BURIAL 
‘fo-'-Hxv'  / 


190 


7 


ADDRESS 


t&f '7-4AxUt_^, 


TJTYSICIA N’S  CERTIFICATE 


illness,  from 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

'.axyr.. I90^.to.??^..c 2L..../.Z. 190' 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 

date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

/ 

Primary: 


DURATION; DAYS 


Contributory:  . 


(Signed) 


^t'^T?T?rr  ..CrTfr^c^r: 'fciTRAVioNjl^. 

r.-CZ^rr^r*^^ .M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESlI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  oj 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


fibn;  / £ , 3 7 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  ( CITY  OR  TOWN.) 

FULL  NAME  Registered  No. 

rr- 1 DDa::,r  s a ,80> 

■ 


Residence  l...v S. Age 


..years.. 


..months days 


STATISTICAL  DETAILS 


SEX 


COLOR 

Us 


si  ngle,marrie  d, 
WIDOWED,  CR» 
DIVORCED 


MAIDEN  NAMEt  1 T T.  L t JU2  1 £ 

HUSBAND’S  NAME  t l"i.  «a-A“* 1 

BIRTHPLACE* 

/t 

<Sl  Tt  \ srA 

NAME  OF  / (/ 

FATHER  v * 

Z/A/4^—  rML&t-'t'  * 

BIRTHPLACE 
OF  FATHER* 

/ 

MAIDEN  NAME 
OF  MOTHER 

P /J T-  1.  L'l. 

BIRTHPLACE 
OF  MOTHER* 

d^jL,  - 



0 

..J 

OCCUPATION 


^ a_/\ 


INFORMANTS 

4 IV.  H f 1 


PLACE  OF  BURIAL  OR  REMOVAL! 


is  ~ /'.  ij  X 


UNDERTAKER 


- 


hi 


DATE  OF  BURIAL 


\S.cLa. 


L.i...  190yP.... 


ADDRESS 


L,i>J  * 


PHYSICIAN’S  CERTIFICATE 


I HERESY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  Ik. 190  y.to  ..pL^AU^k....l..2r....\90'^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

. ctfst.  u<rr9r*r~rr.  ?TT?rfL. 


Primary:  ..\ 


Contributory 


(duration).  jo 

...DAYS 

: 

(duration)  .7. T .... 0AV8 

(Signed) m.d. 

PZLcjL^. Jrr..  190 ^?y/d dress). .v. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known, 

S Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


Hn  /S' 


(yk 


[3-’06  37- LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTtJN;  MASS. 


Date  of  Death,  yy//CggZNQMN  / o * d 
Name  in  full,  /)  (f^flYfLO^Nl  ^ 


Sex, 


(If  married  or  divorced  w^dian  give  maiden  name,  also  ^ame  of  husjfaud.) 

fflccl&AU- 


. Color, Y.flYzYYY. Condition, . 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Years,  — Months,.. c^-rfDays.  Occupation, 

Warder. 


Residence,' 


Place  of  Death,  yd i C l •L@  T'  Cdl£svc^  

£ J ^ (State  year,  monthfcnd  day.) 

Place  of  Birth, Dade  of  Birth, 

Name  and  Birthplace 

)>  y^o  jd  7y 


of  Bather,  ) \ r/ 

Maiden  Name  and  I lAslfiyl ddl/MyOc^L^ 

Birthplace  of  Mother,  ) 

Place  of  Interment, 


Name  and  Age  ) 
of  Deceased,  ) 


PH YSICJ AN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

r ' TYu.eJl  /•' '' 190. 

Age,  7 L years. 

I hereby  certify  that  I attended  deceased  from 7 ^ 190  L , to  <4 

190dj,  that  I last  saw  ...dh** s ..alive  on  the  LAN.,...  day  of ktA  QNK,. 190  y, 


that QaLsjl died  on  the day  of  \c\YlNS - 190  7,  about  \?-3.  Q .o’clock 

A.M.,  or  BrM.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  jL. death 

was  as  follows:  ■ 

j Chief  cause,  ..Yd.  CZl^YLzxjZ.Y  

( Contributing  cause, 

I 


f Chief  Cause,  'Y  Y'X- 

Duration  ^ / 

Contributing  cause, v ./. 


Disease 


K 


? cyxi- 

*If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


Q 


li 


JZ^_ 


M.D. 


7 


^SSS’S'i,  ’I 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

r 


Age,:'./. Years, 

y 

Residence ,* 

Place  of  Death, 
Place  of  Birth, 

Name  and  Birthplace 


Color,  Condition, 

(Single,  Married,  Widowed  or 
S / Divorced.) 

Months.  ' ' Dans.  Occur)  ation.NyP / 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


4/ 

Occupation, 
f/.  .'  Yy  Ward, 


(State  year,  mouth  and  day.) 


Date  of  Birth 


of  Father,  '/// 

Maiden  Name  and 

«:  / 


Birthplace  of  Mother 

Place  of  Interment, 


uff. 


Undertaker. 

/ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

U!Yg/h..... /...*/(.. 1 90~J 


Name  and  Age 
of  Deceased, 


a 


1 'NPrN].. AteJ.1... 


years. 


I hereby  certify  that  I attended  deceased  from,  S 190  ^to  fh  Afs  / ^ 


' 1 

lOO/j,  that  I last  saw  .../yjyy^: ...alive  on  the  day  of.  190 

died  on  the  u ...  day  of.  


that 


.190  , about  ...NZN^7..o’ clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..  M~Q. death 


was  as  follows : 

j Chief  cause, 


Disease 


— -j  Iffy^jApC^  V~ 


Contributing  cause, 


Duration 


j Chief  Cause, .f'TT. 1. 

| Contributing  cause, 


M.D. 


• If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


,1 


[3-’06  37-LM.] 


Permit  No. 


Sex , .i/Zf 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Color, /m./P/MPp. Condition, 

} (White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,..  / Year*,  ^ Months, /(I . Days.  Occupation, fZr. 

Residence,  * (Nd.  Ward, 

Place  of  Death,  / / Ltf'Wd'l  Z C~7~~ 

Place  of  Birth, ff. ..  ...M ^ ....  Date  of  Birth, ..../)/ /.J'' 


B 

(Stiff  year,  month  and  day.) 


Name  and  Birthplace 
of  Father, 
Maiden  Name  and 
Birthplace  of  Mother,  j 

Place  of  Interment 


V..lL&pt.P.^?.. /Ji.&J-/ 


CUd.: 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Boston, ^ /.. 190./.. 


years. 


*7ne7easeT  1 A«e,^ 

I hereby  certify  that  I attended  deceased  from  '//.Pflrr. 2® 190/  , to ^ /o 

190 / , that  I last  saw  ..^S^L^rrr alive  on  the ^ day  of.  190/, 

that.  .rNlJl/rrrr..  ...died  on  the  25Z...  ...day  of 19  Of , about ..  ?,Y°  o’clock 

J 

A. Mr,  m:  F.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  ~~D-r^rrrrr. ..death 
was  as  follows : 


Disease 


Contributing  cause,  ~ 


f Chief  cause, 

I 


2 1 


\ 

ft 


V 


[3-’06  37-LM.] 


Permit  No. 


(If  married  oj^divorced  woman  give  maiden  name,  also  name  of  husband.) 

...Condition, 


Sex,  ' 7'"'  i-  (■'  i o Color,.. 

(Wlrite,  Black,  Mixed,  Chi 

Indian,  etc.)  - v unxw ; 

Age,* / Years,  ^ Months,  /d  Days.  Occupation, . . 


(Single,  Married,  Widowed  or 
. Divorced?) 


Residence,  * ' a 

Place  of  Death, 

Place  of  Birth,.. 

Name  and  Birthplace 

of  Father,  ) ( / I 

Maiden  Name  and  ^ ( 

Birthplace  of  Mother,  ) 

Place  of  Interment, 


Ward, 

d^deZ7. 


nontu  ana  aa^r.) 

Date  of  Birp^fSfAAM 'J 



dl ,... 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


i o- Boston , 4a.. ...{..fa.. 19  Of 

■V:"!N"  1 Age, 8±.  ...years. 


of  Deceased, 

I hereby  certify  that  I attended  deceased 


from . rL^-  • v ...]9(P/ , to.  { 

19  61,  that  I last  saw alive  on  the If!.. day  of ANcu^e. f/\^_  . 190l, 

that..  ...died  on  the l...J...{dl6... day  of 190f,  about o’clock 

A.M.,  yrr-FrMr,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

Chief  cause, , 

,,  f d 


Kr 


/ZY 


Disease 


Duration 


j Chit 

( Contributing  cause, 

j Chief  Cause, 

Contributing  cause, 


d 


id'  JdL YPl.PNPC:. M. 


D. 


• If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


jr-rz  *>/  r 


FILL  OUT  WITH  INK.— THIS  IS  A PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 


f RETURN  OF  A DEATH  (CITY  OR  TO  WN.) 

FULL  NAME  - C'- Registered  No 

} -?  .>\i: r,r  1 

Age years .SsTT....  months Sc?!? days 


.190  "/ 


Residence 


r 


j 

3 

Li. 


Ill 

CD 


O 

H 


O) 

til 

s 

< 

z 


STATISTICAL  RETAILS 


SEX 


COLOR 


&n^ru 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  ! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


190  . 


UNDERTAKER 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from.. ^3. . f^rrT. ./.Z..  . 190  .}...■ to . 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

. . .^TCTrVTTrr:- 


Primary: 


(duration) DAYS 


Contributory: 

(Signed) >f/  7^  >/ 


(DURATION) DAY8 


^V...I90.7.(Address)ij 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death?... 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


v 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1907. 


CITY  OF 

BOSTON 


FULL  NAME Susan  A Haslasi Registered  No...  29.6.9. 

Bos  ton.  ..Boston.  ..Insane. . Hospital 

Date  of  Death 1907.  Age  .3.8. years months days 


Place  of  Death 
and  Residence 


STATISTICAL  DETAILS. 


PHYSICIAN’S  CERTIFICATE. 


SEX 


COLOR 

F 


SINGLE,  MARRIED,  WID  , DIV. 

W M 


Gillcoly 


Samuel  J 

Bedford  Mas 

...  Bedf  ord  Mas 


Maiden  Name 

Husband's  Name 

Birthplace 

Bernard 

Ireland 

Margaret  Boyle 
Ireland 

Occupation :,...Ho.USe.W.if  e 

Informant 


Name  of 
Father 

Birthplace 
of  Father 

Maiden  Name 
of  Mother 

Birthplace 
of  Mother 


S“m0ofv!i.^.  Be  rnard ' s C one  o rd  Mass 


Undertaker 


F S Maloney 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 

from 1907,  to 1907, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


...Gen,  .Paresis..  1 yr 


Contributory  : 

(Duration) 


(Signed) S .W.  Crittenden m.d 

-Mar -27- 1 907 


SPECIAL  INFORMATION  from  Hospitals.  Institutions,  Transients,  or  Recent 
Residents. 


Usual  Residence  181  Shirley  St  W inthrop . 


Filed Mar.  ...30 


1907. 


A true  copy. 
Attest : 


Registrar. 


< 1 . 4 - • 


.[3.'06-37-LM.] 


Permit  JVo. 

RETURN  OF  DEATH. 

/U’ivti'  • 1'  BOSTON,  MASS. 

Date  of  Death,  Ll... 

I i /)  a !\  /-i  l 

Name  in  full,... 


Sex, 


(If  married  or  dWorced  woman  give  maiden  name,  also  name  oI  husband.) 

Color, .IviWiC' Condition,..: ~ 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Age, Years,  — — Months, Days . Occupation, 

Residence,* Ward, 

Place  of  Death, ) khb  iJJ 

Place  of  Birth, Date  of  Birth, f /....(  ( 

Name  anci  Birthplace  ) LftUiL <) 


(State  year,  month  and  day.) 


~ J “ ’ — 7 -W f- 

.A.Dm£imaIIc. L]/\MSAA... 


Maiden  Name  and  ) 3 

Birthplace  of  Mother,  ) I i \ Q f)  f)  0 l U 

Place  of  Interment, VUgRiL 

]A/NvyaAi. £±t tlMN&C:.: 

Undertaker. 


Name  and  Age  ) 
of  Deceased,  ) 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston , N.p..'r^.s Nri 1 90 

!. Age, year  si 

I hereby  certify  that  I attended  deceased  from  rr " 190  , to 

190  , that  I last  saw alive  on  the day  of 190  , 

that died  on  the day  of 190  , about  o clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

J Chief  cause, 


Disease 


| Contributing  cause, 


M.D. 


■ 


'N^s}  f 


x 


[3-’06  37-LM.] 


Permit  JYo. 

RETURN  OF  DEATH. 

c)  ovja-wrv,  MASS. 


Name  in  full, 


Sex,  Color, 


Date  of  Deafhj  CL/adjJ.  6~''/Nf 

••  * Qj  n/n/ > vV ) 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


.Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age, .YY  Years,  ~~NMonths, crrNDays.  Occupation, 

Residence,*  9*3  ^ Cf/LA/<-NtQs  W'ardr; 

Place  of  Death, #...  P rr 


N 


r s 


Name  and  Birthplace  1 ^ 

of  Father,  ) r / ^ r p f/  

Maiden  Name  and  ^ . ^/■...£n.(.lAD^  04:7a,  . IN. 

Birthplace  of  Mother,  ) 1 J r A - Y Y < f n. 

Place  of  Interment, id/.t ^ 


Undertaker. 


PHYSICIAN’S  CERTIFJC^ATE  OV  THE  CAUSE  OF  DEATH. 

''■NInL-I i5^rr... 190  ft. 

ge, .7^- . years. 


Name  and  Age 

of  Deceased,  ) S^L-Ui 

I hereby  certify  that  I attended  deceased  from \ £TL*~  . . %1.190  / 

19  Of , that  I last  saw....' alive  on  the  . day  of l_^  190/', 

that  .ygyl^ died  on  the day  of.  190  g,  about  / Cl o’clock 

A.M.,  or ■ i\ M~,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows: 

j Chief  cause, ^ 

Contributing  cause, 

A 


Disease 


J Chief  Cause, 

Contributing  cause, 


Duration 


*If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


6-Tyi.A^^~ 


....  M.  D. 


AjJ  2 1 


V 


COMMONWEALIH  ut-  MASSACHUSETTS 


y/' 

RETURN  OF  A DEATH  ( CITY  OR  TOWN.) 

FULL  NAME * Registered  No. 

r,;'  i g*  rr ! ..^^. .£ 7 

^ 4 * Z”  ^ ^ 

. Age years .c. months .yT.. days 


Residence  £. 


STATISTICAL  DETAILS 

SEX 

COLOR 

fylr&X: 

SINGLE,  MARRIED, 

WIDOWED,  OR  . ' . 

DIVORCED 

MAIDEN  NAME  t 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF 

FATHER  yp  / ^ 

6- 

BIRTHPLACE 
OF  FATHER* 

/?.  9 • 

MAIDEN  NAME  * . - , 

0F“°TH 

BIRTHPLACE 
OF  MOTHER* 

OCCUPATION  y*) 


INFORMANT  § 


p(/ 


PLACE  OF  BURIAL  OR  REMOVAL  I 


DATE  OF  BURIAL 

9 C i;,> 


UNDERTAKER 


ADDRESS 


r.f  . 


*T 


)ys2t. ■<-.<- 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I ^ttended  deceased  during  last 


illness,  from  ..A 


4 


l90lj..tO..TT 


.190. 


!■ 

that  to  the  b^4t  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 




Primary: 


(Signed). 


O.P. 


(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


V 


1 


[3-’06  37- LM.] 


Permit  No. 


RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, '"fysfycy  f f I Color, Condition, J 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  WidfSwed  or 

Indian,  etc.)  , Divorced. y7 


Age,  ...s/'tj..  Years,  c — Months,  Days.  Occupation, (2:N: . . 

Residence,  * ^ V / Ward, 

Place  of  Death,  t WL  ' ' '-**■  > 

Place  of  Birth, (Q).Q  fU ^aeJl  fU. \:)i  , Date  of  Birth, f ’ 4 "/.  g 


Place  of  Interment, 


(*tate  year,  month  and  day.) 


Name  and  Birthplace  ) lL/QAJ^.(pJUD 

of  Father, 

Maiden  Name  and  , LdPSjKCC  -ta.,/  "'N  , 

Birthplace  of  Mother,  ) ^ __  ^ 

V£lJ.QJUL> /?JAA>.^S.  



Undertaker. 





PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

C$..QA±JLj. 190  f/f. 


Name  and  Age 
of  Deceased, 


,...C^'^.A.i/g..  Age,  f'/j  years. 

I hereby  certify  that  I attended  deceased  from.  7 wop,  to  ^ 7 


/ A ^ 

190 ),  that  I last  saw alive  on  the / ..day  of. 


190  2 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : y\  1 

( Chief  cause, 

Disease  \ J 

( Contributing  cause, 

rwi 


f Chief  Cause, 

Duration 

Contributing 


cause, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.  D. 


FILL  OUT  WITH  INK.-THIS  IS  A PERMANENT  RECORD 


D 

Ll. 


lii 

m 


o 

h 


w 

u 

< 

z 


[2-1-1900-5,000] 
J 429 


COMMONWEALTH  OF  MASSACHUSETTS 

CITY  OF  SOMERVHjIiE- 


FULL  NAME 


Place  of  I 
Death 


RETURN  OF  A DEATH 

Q>  H 


Registered 

Date  of 


{Name  of  Hospital  or  Institution  if  any) 


Residence 


(No.) 


( Street ) 


_Place  of  fJJ  . . .cli.  Age  Jr/f.. k 

■ - - / ni  \ /Toiim  mc'A'ifii  niirf  Rtn+e>\ 


Death  *.  190 


years  . ./?  months  day$ 


STATISTICAL  DETAILS 


MAIDEN  NAME 


HUSBAND’S 
FULL  NAME 


S4NSTE,  MARRIED, 
MODOMAEe  Frr 
Divonoeo 


icrf  or  dU'oeyed  ujoonan,  or  widow  * 

If.  nbHKwfecM/, 


BIRTHPLACE  Q^ee Mate  or  country ; also  city ^trn,  or  county , if  known 

‘yy^tLeCMS. 


£ (jd):e  state  or  country ; also  cit 

AjP  t^y 


NAME  OF 
FATHER 


BIRTHPLACE  Hire  state,  or  country  : also  city,  Iowa. or  county,  if  known 


OF  FATHER 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER 


(c  ^ 1/  xjJ!<a/ 

Owe  8t(^e  or  country ; also  city,  town,  or  county,  if  In 


OCCUPATION 


INFORMANT’S  Jf°rfPn  yiviny  statistical (fpLeflUs  . > 

fff  KOlaJUaj  *^v  - ! 

ADDRESS  AD,  j ->-?  . & If 


ADDRESS  (A  r / -"I  . . P / 

(No,)  ( Street ) ( Tuli  n or  City) 

PLACE  OF  BURIAL  OR  REMOVAL 

A (Tv^JiouuyW. 


DATE  OF  BURIAL 


. — ^ (Cemetery) 

Cj  '\yc\jAA 


Up  ft 


A^IAclaUP 


9 


( Toicn.  or  City , a ml  State  ) 


UNDERTAKER1  S 

NAME 


ADDRESS 


H Q 

(No.) 


Ttr.Pvti. 


PHYSICIAN' S CERTIFICATE 


I HEREBYv  CERTIFY  that  I attended  deceased  during  last, 
illness,  from  190  ^ . ..../.&. 190.^?..  J 


that  to  the  brfst  of  my  knowledge  and  belief  death  occurred  on  the. 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows  : 

(If  a soldier  or  sailor  who  served  in  the  war  of  the  rebellion  both  the  primary  and’ 
contributory  causes  of  death  must  be  given.) 


Primary  : 


I I I I Ul  J • ’ ’ 1 ’^|L 

£c 


( DURA 


- ■ 

vAt  <<rvA-e^ 


Contributory : 

,«r. J 

/’i  <u  , Lt.P..ji.., ........  . lAd{AtlNf^sk 

( r>  -l.,  JLA\  /,  / 

xj  Kms.AmL(_ 


(Signed) 


Address) 

(No.) 


M.D. 


( Street ) 


(Town  or  City) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,  or 
{Recent  Residents. 

Previous  Residence j 

How  long  at 

Place  of  Death?  Years,  . ...  Months,  Days 

Where  was  disease  contracted,  ’’ 

| if  not  at  place  of  death  7 1 


Received 


Filed 


I. 

190  ,r 

Agent  of  Board  of  Health,  appointed  to  issue  burial  permit; 


190 


( Street ) 


( Toii  n or  City) 


City  Clerl 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 


(CITY  OR  TOWN.) 


„ RETURN  OF  A DEATH  <«* 

FULL  NAME  Registered  No 

1 | 3 ,90? 

Age /...#....  years ./^.months tu?..days 


Residence 


U 

m 


o 

H 


O) 

LU 

s 

< 


-I 

J 

< 


STATISTICAL  DETAILS 


SEX 


/^7^C 


COLOR 

/j'r' 


SINGLE,  WAfOUse^ 

wi  DQyyertv&R 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACES 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 


9r 


O-^sTT. 


<2h. 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER t 


frklYV-'Jr 


OCCUPATION 





INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  D 

M/c  U 

DATE  OF  BURIAL 

i9o.? 

UNDERTAKER 

b<0i  /^ud 

ADDRESS 

‘fjHKFt-. 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  thatj  attended  deceased  during  last 
illness,  190^  . , 


it  of  rmr 


that  to  the  best  of  fny  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

rk.  £dA<kt^C. . . 


Primary: 


A (duration) DAYS 


Contributory: 


* tty. < 


■ (duration) DAY8 

m.d. 


(Signed)  .yi.k&M. 

I90y?... (Address).. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 . 


•/A 


years 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


> 


months 


days 


Filed 


.4?2Z&y... 


190,?.. 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESfg 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital 
Institution,  give  Its  NAME  Instead  of  stroet  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

5 Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


[3-’06  37-LM.] 


Permit  No. 


'9 6 V 


/? 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, . . ..Color, ..  ...Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age, Tears,  3 Months,  .3 ^ Days.  Occupation, 

Residence,  * /t>  Ward, 

Place  of  Death, 


^0^333. /SLcan/s. 


(State  year,  month  and  day.) 


Place  of  Birth, 'TJflzfiglg Date  of  Birth, _.(2aN.<A  3.77. ./.33 3 

Name  and  Birthplace  } . C 

of  Father,  ) ' (X)  f t\  r-  Tgga  A 

Maiden  Name  and  ) {2mWU. u/Lddtp.  ...... 

Birthplace  of  Mother,  ) t 7 // 

Place  of  Interment,  .(^RNAM/l£AdW.../  ~ * ' 7 * 


Name  and  Age  ) 

l,  f 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

' Z 190j  . 

of  Deceased,  ) . NX... Age,  ?7f7 years. 

I hereby  certify  that  I attended  deceased  from.  3 19(X  , to  A 

f 37/  Pk  /, 

190 A,  that  I last  saw ...Zkrtr^r. alive  on  the ft.. .?.v..j day  of  tit Sfg 

( n C^t  & 

died  on  the S'.....**..... 


190 


that** 


0f7, 

day  of shrtttf 190g , about  33  o' clock 

<7  / J 

A.M.,  or—FrMt,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of ..tDrf-trrr..... death 
was  as  follows:  „ — . . • . — . 

( Chief  cause, 

Disease  \ 

Contributing  cause, ~ 


aJL_  i - 


f Chief  Cause, 

Duration 

Contributing  cause, 


•2-  A 


3 


•If  an  institution,  state  how  long  an  Inmute  and  previous  residence. 


M.D. 


[3  *06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


r > 


- Date  of  Death, 

cl 


N''Vfo.  2 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, . Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  (o  ff  Years,  p — Months,  Days.  Occupation, 

(DifHyotcfaA 

(Urc  Date  of  Birth, 


Residence,* . 

Place  of  Death, 

Place  of  Birth, 

Name  and  Birthplace  1 fff  \£ dplAjfsfQ  N^.r 
of  Father,  i ‘jAj 

Maiden  Name  and  ) (-!  i.JlCl 

Birthplace  of  Mother,  ) . „ 

Place  of  Interment, 


Ward, 


(P\  (DjfM^stcfaffleg/  (state  >'ear* moilth  and  day-) 

si  if 


~ 

r^. l/pt/  (jypPMPiN. 

yu-D^ 


&£ffU.c{N. 


4 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  £AUSE  OFJDJJATH.t 


190'/,... 

RfDeAsfdf  I P.~ Age,.  4D .years. 

I hereby  certify  that  I attended  deceased  iron)  ' ^ 'C  HHhC , to  ' '"''f  * * *** 

190/ , that  I last  saw ApP.: alive  on  the...^/1/r^W.-. day  of..  2 007^ 

that  Ht/u-  ....died  on  the...ff^fl<^.. day  of  190V,  about  o’clock 

^tM\~y*r  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : 

j Chief  cause 


Disease 


Contributing  cause, 


[3.’06-37-LM.] 


Permit  No. 


RETURN  OF  DEATH. 

* 4 

BOSl^JN,  MASS. 


Name  in  full, 


Sex, 


Afk.pT. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

r. Color, Condition,  Y* 

A (White,  Black,  Mixed,  Chinese,  (SingMr  Married.  Widowed  or 

Indian,  etc.)  Divorced.) 


Age,  Years, 

Residence,* . 
Place  of  Death 
Place  of  Birth,. 


Days.  Occupation, 


JVard, 


State  year,  month  and  day.) 

Date  of  Birtlrffr-f^ffC-S/  / 


Name  and  Birthplace  } 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment,.. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE*  OF,  THE  CAUSE  OF  DEATH. 

K^rm, Of±^JA 190f  ... 

I X A^r.  __  Age,  >F...  years. 

I hereby  certify  that  I attended  deceased  from lOO'J  , to ^ M J V 

. s,  vrrx alive  on  the  Iff. day  of...., 

A 


190  y that  I last  saw . 


that. 


.4*. 


died  on  the /. s5^. 


Qm 


day  of  /NNj  190  , about’ \ 


190 > 
o’clock 


A.M.,  or  -B. M. , and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..  "9 death 

was  as  follows:  , J/  ' , 

( Chief  cause, 

Disease  ' 

( Contributing  cause, 

f Chief  Cause, * 

Duration  ' 

( Contributing  cause, - 


.CA£uff2 


* If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


£>21 


/ 

/ 


[3-’06  37-LM.] 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

^ MASS. 

— 

Date  of  Death,  /?A'V  /&.  7. 


(If  married  or  divorced  jftOman  give  maiden  name,  also  name  of  husband.) 


Sex, ..  fr/  o 4 ...  Color, ..  % /v  A. ...Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Marrieclz/Vidowed  or 
Divotyed.) 


Age,u>.^.%^Years,  Months,  Days.  Occupation, 

Residence,  * Ward, . 

Place  of  Death, ff  : 

y , \ (State  year,  mouth  and  day.) 

Place  of  Birth, 7.AN-I.  M/.M  f M.NClJl.P....  Date  of  Birth,  nr. UCIN.  — 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and  ^ 

Birthplace  of  Mother,  3 fMlNyi/ f~" 


^uny7"<. 


Birthplace  of  Mother,  • Yf  ) J<  G , , 

Place  of  Interment, /^rtecllAfp^r-r^,  x 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

N'UCtL^dttgg. / 6 190  . 


.CMrrr... 

Name  and  Age  ) OS  ' a / ^ 

of  Deceased.  I Age,  Al./.Ly  ears. 

I hereby  certify  that  I attended  deceased  from  /'V‘*y.  /A  Hat  /.  to 


H. 


/ 


day  of y 190  t 


190  , that  I last  saw fPFNrN. alive  on  the '....U> day  of ^ ^ 

that  ^A-<....died  onthe /....Of?.. day  of *^77  Cl. 19 67 , about . 7 o’clock (Tbry 

<7  S- 

A.M.)  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of ....  death 

was  as  follows : Cr  / 

( Chief  cause, n7.s<rtr.7.  r . 

Disease  - 


FCd.  /F. 

( Contributing  cause, 


f Chief  Cause, 

Duration 

Contributing  cause, 


*If  an  Institution,  state  how  long  an  Inmate  And  pr^foa^ residence 


/3 0u4vh) 


v * 

M.D. 


I 


MARGIN  RESERVED  FOR  BINDING. 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1907. 

full  name George  Handley Registered  no. 


CiTY  OF 

BOSTON. 


4635 


place  of  Death ) Boston.  Em.ergen.ey... Hospital 

and  Residence  ^ 


Date  of  Death. 


May  16 1907.  Age 78 


. months.  - 


14 


f ...days. 


STATISTICAL  DETAILS. 


PHySICIAN’S  CERTIFICATE. 


SEX 


COLOR 


M 

Maiden  Name 
Husband's  Name 
Birthplace 


w 


SINGLE,  MARRIEO,  WIO.,  DIV. 

s 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 


Name  of 
Father.... 


Birthplace 
of  Father.. 


Maiden  Name 
of  Mother 


Birthplace 
of  Mother.. 


Occupation . 
Informant 


Acton  Mass 
Abraham 
. — - .-Mass 

Susan  Winn 
Salem  Mass.. 
Retired 


from 1 907,  to 1 907, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


. Uraemia  5 days. . 


(cDr.‘,i:?,“*ory ; ! Enlarged  Prostate 


(Signed). J C.  X)  Clark 


M.D. 


Place  of  Burial  g0  Acton  MaSS 
or  removal. 


Undertaker 


Lewis  Jone3  & Son 


.May  .16  1907 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recont 

Residents. 


Usual 


Wi&tkrop  Mass 


Filed. 


A true  copy. 
Attest : 


May  20  


1907. 


Registrar. 


\ 


-\ 


A 


[3-’06  37-LM.] 


Permit  JVo. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date  of  Death,  Iff 


(If  married  orjilvorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, Color, Condition, It  C/N  I f Q - 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
ivorced.) 


Age,  P Years,  ( \^j}Tonths,C  Days.  Occupation, 

Residence,  * /'it  # / ti>  ‘ /3't.YI'CP. J Yard, 

Place  of  Death, 


PP. 


Y 


(State  year,  mouth  and  day.) 


Place  of  Birth, ^DtDe  of  JRrlJi,^ 

Name  and  Birthplace  ) 

of  Father,  i " ■ A,  < \ Pfj  f 

Maiden  Name  and  [ - - - 'NZ.  ^ . 

Birthplace  of  Mother,  ) ^ „ . sT\  _Jl — - r\  t 

/ //-  ' —t-fi y if)  f „ \ ) As  / j-jl . y 

Place  of  Interment 


ndertaker. 


PHYSICIAN’S  CERTIFICATE  OF^THE  C<vljSE  OF  DEATH. 

(9  Boston , . / FL  (u,.  ft-  ,VNS  190  / 


PINY } d4hNU  Age, fl  years. 

f hereby  certify  that  I atteiided  deceased  from\...//tNHly, (.*7... 1 9 0 Pi  h> 

190  *J,  that  I last  saw 7 alive  on  the dajj  of.  . V.  IRQ  7 y 

that. .died  on  the' Hay  . 190  7,  a(J>ut A?  - o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief)  the^  cause  of. 
was  as  follows: 

j Chief  cause, 


. death 


Disease 


Duration 


| Contributing  cause, 
j Chief  Cause, 


t-f-  — , 


Contributing  cause, 


Ptpr, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


...  M.  D. 


[3-’06  37-LM.] 


Permit  JVo. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, 


Color, /^.....A  ./..fi. Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Marpihid,  Widowed  or 
Divorced.) 


Age,.  ^ Years,  — Months, rrrr. Days.  Occupation, 

Residence,  * ^ C ‘ ' (y  W ard, 

Place  of  Death, •/  ppX.  ' « . * > *Q77....<?^N,. yM... 

j „ ' <r  . L (State  year, 

Place  of  Birth, Date  of  Birth, 

Name  and  Birthplace 
of  Father,  J 
Maiden  Name  and  \ 

Birthplace  of  Mother,  ) fT  f 

Place  of  Interment 

' (APPlPPZ-rlNU.  7 


month  and  day.) 


C/ INF  I ^ t A-^-  1 7 y ^ M W ' 

' rfi  A /) 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OJ  THE  CAUSE  OF  DEATH. 

SoJ/n.  /A>.  r?  190. J 

*:r»::LT  i ^ — 4*. 


years 

I hereby  certify  that  I attended  deceased  from.  Ay./.. 1907  , to  S' 

190  , that  I last  saw 7/LPMT^. alive  on  the ^....f.'. day  of  ...  190 

that  died  on  the Xy...cCZ/. day  of ^ 190? , about  J Nu^o’ clock 

A.M.,  (rr—P-rM r,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows:  a A-C*.  h A 

j Chief  cause, ?..  A 


Disease 


Contributing  cause, 


M.D. 


3 


COMMONWEALTH  OF  MASSACHUSETTS 


( CITY  OR  TOWN.) 


Registered  No. 


RETURJ^  OF  A DEATH 

FULL  NAME  

D,~““  i } .. rr  i 190> 

x dC  <r  ' s i 


Place  of 
Death 


Residence  ?. Age. 


..years.. 


/ 9 

months ...  ...... days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  7 , s 

DIVORCED  /<  / ' ‘ * 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


C^r. 


NAME  OF 
FATHER 


<5^  ~ ^ /* 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHE 


<rr~.  ^ i 


z.  'C-^.  -dL 


BIRTHPLACE 
OF  MOTHER! 


Si 


OCCUPATION 


INFORMANT § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 

190..  ^ 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from ...  !.9'.o...w. ooorr  to..<2)y.^j....X-6 190.^..., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 




Primary: 


Contributory: 


...(duration) DAY8 




(Signed) 

..}r..6.l90^f  Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


7* 


'7°'/ 


[3-’06  37-LM.] 


JVame  in  full, 


Sex, Color, ^3JjP.JoA^Le7ZI7....^  Condition,  .DA.CiL. 


Permit  JVo. 

RETURN  OF  DEATH. 


o 


F,  MASS. 


Bute  of  Death,  A-CI.J.  fAAA. . CCSl.. . . ".  J.fp.f  y 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


rWard, 


Age,  7'  Years,  off  Months, Cs,.  Days.  Occupation, 


Residence, 

Place  of  Death,  7.7?  /Cb  (AAAaCiaaJa.  . QffA^Sr. 

* * - (State  year,  month  and  day.) 

Place  of  Birth,  .AA/.CZ. . Pate  of  Birth,  7 <3 

JVame  and  Birthplace  ) 'fAf 

of  Father,  i 

Maiden  JVame  and  [ 

Birthplace  of  Mother,  ) f^r  f 

Place  of  Interment, j . .f. Aba. . I./fAJ ^ 



Undertaker 


u 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

^Ay 3 p,  Bnsfmi , . . 

' Age, years. 


JVame  and  Age  ) 
of  Deceased,  ) 


190*p... 


I hereby  certify  that  I attended  deceased  from  ...A.Y^rr~::  190^ , to 

190^J that  I last  saw A. alive  on  the.  lAVhiday  of..  yi/L&tg  190*7 


that 


SB- .died  on  the ...  .2^....fJLfl..day  of 190y,  about  *3 o’ 

'JTrM.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.. 


was  as  follows : 

j Chief  cause, 

| Contributing  cause, 


Cc 


Disease 


/ 

iuse 


clock 

death 


f Chief  Cause, 

Duration  . 

I Contributing  cause, 


♦If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


2jT-  CL  ■ 

fo  ol 


M.  D. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME  

Pl3Ce  ,°: } A 


( CITY  OR  TOWN.) 


Death ' 


Residence 


ip  C A ^ Age  ^ o 


Registered  No. 

Date  of  I /f  

Death  \ 


.190 


. years..  &. 


.months days 


STATISTICAL  DETAILS 


SEX 


COLOR 


MAIDEN  NAME 


)r*Y° 


siNL.Lt,  wjurmtu} 

WIDOWED,  Oft- 

WMWWSB  • 


1/o^tsu  lJ 


HUSBAND’S  NAME  t 


BIRTHPLACEt 


* ^ >»  * 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER  t 


Itn  + yp  - 

^ Sp 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  X 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


HEREBY  CERTIFY  Lliul  I ul'ti'fltluU  Uuuuutud  UurlllgTast 


400 te~ 


-rerr 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary: 


: AjUAlCwWVt 

.VjLo^Cfc  ’cLjLo  ~ 


.(DURATION) DAYS 


Contributory : 


..(duration) DAYS 


(Signed) 


M.D. 


/2^*jH  .I90.p..  (Address)  . - _ - - - , 

ON  only  for  Hospitals,  Institutions,  Transients, 


SPECIAL  INFORMATION 

or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


V 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME  ...JxQf.Z., 

Place  of  > tj 
Death*  ) +/•  d J?-  ^ 

Residence  . . . £v. . <(/. . /. . / / .c. . >.  .„ L. . 


months ..days 


-j 

j 

D 

U 


U1 

ea 

o 

k 

co 

ui 

E 

< 


_j 

j 

< 


STATISTICAL  DETAILS 


PHYSICIAN’ S CERTIFICATE 


SE 


b 


COLOR 

S 


SINGLE,  MARRIED.  , S' 
WIDOWED,  OR  / 7/  , 

divorced  rCi/t/ALTr- 


MAIDEN  NAME 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


t Prf*  t ]/*(& 

f yff?a 


/0  ,/y  /h 


/ft tq/j  j /(<  / let 1 1 


OCCUPATION 


INFORMANT  § 


ft  (771  <f >JC.  J J , 


Filed 


- U.  UL 


A £A 


PLACE  OF  BURIAL  OR  I DIVALlI 


UNDERTAKER 


DATE  OF  BURIAL 


, 190... 


ADDRESS 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 ., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(duration) OATS 

Contributory:  

(duration) DAYS 

(Signed) M.D. 

190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death7 years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country!  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/>  ^ ■ f-y  p y &-yy  y/  &-t?  Jy?  V -/^7 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Deaths ^ f 

Name  in  full,  c2U/m 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Color, Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Sex, ..  

Age,  fXX.  Years,  CN Month s,  Days.  Occupation, 

Ward, 


(State  year,  month  and  day.) 


Residence,* 

Place  of  Death, XX  {p  3 

Place  of  Birth, yiAp.CIrYYf. Date  of  Birth, 

Name  and  Birthplace  1 fpJ/h:f)A/L.OL£„.. . 'X.JX.  CJ<€f/Ay.  ZZ. 

of  Father, 

l JL 

Birthplace  of  Mother,  ) . K 

Place  of  Interment,.  


Maiden  Name  and  ) ( Nf  /fY  ffY /FZJA/)NL- 


ye/paas.. yfr.  pwa 

, findertaffer . 

* /-AAr/v*  fXi/tOr*  yf  f^J)  PfX~ 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


jc osisn, hyyAyr-  /$.. 190j?  . 

of  Deceased,  ) Age,. years. 

I hereby  certify  that  I attended  deceased  from...Cf^Ni-fr  ^190?  , to^^ C^t.'cJL..  / X 

19 Of that  I last  saw  alive  on  the X day  0f.  19 Of", 

that.  yy  died  on  the /.XL day  of.  19 Of7,  about  /ft. J Q 'o’ clock 

_a  ■ 

A.M.,  or-  I1.  Mr,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : £-\  ^ / j * 

( Chief  cause, /fjL^A 

QO  X 


Disease 


Duration 


| Contributing  cause, 
j Chief  Cause, 


Contributing  cause, 


M.D. 


♦If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


•/Cjajaujaa  jo  auie^  || 
•s|!8)9p  |83{)Sj)E)S  Su|ai3  uosjad  jo  ssajpps  pue  auie|q  § 
*uMou)j  j|  ‘/Cjunos  jo  umo)  'Xjp  os|i  !£ijunoo  jo  ajetg  f 

'MOpjM  JO  ‘UBUIOM  pOOJOAip  JO  paiJJElU  JO  8SE0  U|  J 

•jaqiunu  pue  jssjjs  jo  peajsuj  3y\|VK|  s}|  oai.S  ‘uojjnjijsui 
* u!  il  „'uoj}eujjoju|  lepadg,,  Japun  joj  payea  spej  oa|3  '33N3Q 
vnsn  wojj  Aemb  sjnooo  qpjap  JI  ‘Cue  j|  ‘jequinu  pue  ioojjs  ‘umoj  jo  C}|3  t 
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'papcjjuoo  aseasip  sem  ajaq/y\ 
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JO  J3UJJ0J 


•sjuapjsay  juaaay  jo 

jj.  ‘suo|}n}|jsu|  's|ej|dsoH  joj  X|uo  NOIXVWdOJNI  *lvio3dS 


(ssajppv)  /oeig  ^ 

" (P3u3!S) 


... 


:Xjojnqu;uoo 


(NOixvana)- 


/ : Xjeiuud 

I j SB  SBM  HXV3Q  JO  3SOVO  oqj  Pub  'aAoqs  pajBjs  ajBp 
i pajjnooo  qjeap  jayaq  puB  e3pa|AA0u>|  Alu  jo  jsoq  aqj  o;  jeqj 
V <H  /06I  g Y’  ft/jC'  UJOJJ  *SS9U||! 

lunp  pasBaoap  papuaue  I »eqj  AdlXd^O  A93H3H  I 


ax  voiaix  naa  s,x  viois.ur.i 


■ 

sssaac/vl 

Wv 

a3xvxa3aNn 

iviang  jo  3xva 

nvAowga  ao  nviang  jo  govnd 

§ XNVWaOJNI 

Noixvdnooo 

$a3HX0W  JO 
sovTdHxaig 

a3HX0W  JO 
3WVN  N30IVW 

• SWfV  * 

0 

ja3HXVd  JO 

govidHxaig 

B3HXVd 
do  3WVN 

t govTdHxaig 

j 3wvn  s.aNvgsnN 
J 3WVN  N3CIIVW 

trrrwm rmTTTTTT 

iux  ‘a3MoaiM 

‘a3iuu»w  ‘diowts 

<3 

tc  ' ^ 

TTCTVTJ^— 

X3S 

sairxaa  avoixsxxvxs 

Z 

> 
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m 
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H 

O 

n 
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■n 
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*je»X- 


a3\/' 
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t'T 


ON  pajajS|2ay 


fw'v 

•’Ff'Hpj  THJV 

Hxvaa  v jo  Nanxaa 


MJBaa  jo  ajBa 

* qjB*a  JO  aoBid 

31/MVN  llfld 


S113SnH0VSSVIAI  30  H±“IV3MNOIAmOO 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
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[3-’06  37-LM.] 


Permit  No. 


Age,  Years,  /o  Months, Pays.  Occupation, 


Residence,* 

Place  of  Death, .... 

Place  of  Birth, /Z 

Name  and  Birthplace  ) \/  / j 9 LAN. 

of  Father,  i '''A?  , 

Maiden  Name  and  )i  fAyfl.A. 
Birthplace  of  Mother,  ) /(TAfy 

Place  of  Interment,.: 


Ward, 



(State/year,  month  and  day.) 

/t...  Date  of  'Birth,  ...C./hg/f..  AA.A.Zf.g' 


^JfPP^Z'..... 



Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

\ Vt?  Btttrm. f) 


190 


Xa^BeceLtd,G } Age,  $Z A years. 

I hereby  certify  that  I attended  deceased  from^^.flAArY. yF  J 90  , to^^PNN*-' 

190 f , that  I last  saw.  .alive  on  the /£...  .day  of yf  190^7, 

that.'rN&h* died  on  the /...  bz.day  of 190^?,  about  ,Jf o’clock 

A.M.,  or  -P.M’.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of - death 

was  as  follows : 

( Chief  cause, ... 

Disease  -s 

( Contributing  cause, 


A? ZZjjzAA^a-Jf 


Ye 


Duration 


*If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


o 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


FULL  NAME ///j  Registered  No. 

Place  of ) / X Z '/s  !/^L_Z”"7S Date  of  ) i ^ . / . "t? 

* \ i 2*V- ^ / > ^ ^ Death  \>^'UsC/  U 

J Age  Ifi  yea  1^..  X 


Death 
Residence 


A 


.months 


/f- 


190 

. . . .days 


? 


STATISTICAL  DETAILS 


SEX 


COLO 


.E,  MARRIED 

WIElfflllilCD,  CT 


RIECL  / 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


NAME  OF 


FATHER 


BIRTHPLACE 
OF  FATHER? 


A 


MAIDEN  NAM^i 
OF  MOTHER 


BIRTHPLAC 
OF  MOTHER 


z^cumit 


(Bj24- 


^ fC  / /Z> 


OCCUPATION 


INFORMANT 


b/AcoC'. '//,j^yxu/i,Lcc 


PLACE  OF  BURIAL  OR  REMOVAL! 


4- 


UNDERTAKER 


DATE  OF  BURIAL 


A^iL^.  190  *)... 


ADDRtSS__ 

X 5y  VAMturi'  tA»' 


PHYSICIAN’S  CERTIFICATE 


that  I attendecL.decea6ed  during  last 


I HEREBY/ 

illness,  from  190  to  JKi4f  3^ 190 

that  to  the  brat  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  D^/tTH  was  as  follows: 


Primary 


:BY49ERTiFY  thi 

rat  of  my  knowled 
ted  above,  and  ttat  the  CAUSE  OF  D^\T 


.(duration).. 


— 


Sontributory : 


(Signed! 


a/ 


.190  ^(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, | 
or  Recent  Residents. 


How  long  at 

-Place  of  Death? years months days  I 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerkl 


L;fi 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI-I 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or| 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


1 

tf—Oj 


[3-’06  37-LM.] 


Permit  No. f 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date 


N 


Death^sP  ..  f t ' V lfr//f 


Sex,  f 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  him 

Color,  A// 


Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  S1  > Divorced.) 


Age,  Years,  ^ Months, .... ^^Days.  Occupation 

Residence,*  r Ward, 

Place  of  Dcuthf9  *7^0 

Place  of  Birth, Date  of  Birth, 


(StMe  year,  month  and  day.) 

V^CL- 


Name  and  Birthplace  ) }a/^NN 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 


PHYSICIAN’S  CER 


CATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age  ) 
of  Deceased,  1 


Boston, 

'k'rkti 


IF-r <190  7... 

Age, years. 


I hereby  certify  that  I attended  deceased  from  190^  , to 

190  ^ that  I last  saw alive  on  the I f day  of  ..  190 

that...'AA^~:. died  on  the [fkrC7. day  190  , about . . S.^a’cZocfc* 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : (J  ' /)  / / f 

j Chief  cause, OU^c^f 


Disease 


Contributing  cause, 


f Chief  Cause, 

Duration 

Contributing  cause,  


Lo-^7 


‘If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


M.D. 


S>21 


'V 


- 


{4-’07-87-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

B^S3Bpb&^  MASS. 


Name  in  full,. 


Dq,te  of  Death,. 



eZi^ls. 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


3...190 


Sex, 7N. <?;*:.  r^r^C.. Color,...  (k  

...Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  c 

Indian,  etc.)  Divorced.) 

Age,  S.^rr.  Years,  A Months, ^ Days.  Occupation, fy^t***  t 

Residence,* ^tjf ? _ CllfN <2L ] Yard, 

Place  of  Death,  / Cp  ff.  c. 


Place  of  Birth, . ,.  Date  of  Birth, 


(State^year,  month  and  day.) 


Name  and  Birthplace  ) ( r l _. 

of  Father,  ) ^ ^ , 

M aiden  N ame  and  \ f^).yyL^e_ \J 

Birthplace  of  Mother,  ) ^ f) 

Place  of  Interment, , y _ 

UNde 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

A^mh>h  M^.U.y. 190. 

Name  and  Age)  Z . Ifr  (_/  //  _ 

of  Deceased,  ) / Age,.  <ft?..  years. 


I hereby  certify  that  I attended  deceased  from.  ..  • ^ /.3..}. 100  f ,~hr 

190  , that  I last  saiu 
ihat.^c&'.fLiS... died  on  the 


.alive  on  the /rSf...-. day  of  jf  ^ UN,  190f, 

/.'3..fC^.~. day  of J^L  I y. POO'f,  ffoout  A. o’clock 

or  P.M.,  and  that,  to  the  best  of  my  knowledge  aim  belief,  the  cause  of  IN. death 

was  as  follows: 


( Chief  cause, 

Disease  { pN  . 

fr 


( Contributing  cause, 


.xt,  .... 


Duration 


f Chief  Cause,  /C  ^ 

f /IT)  ^ 


1 Contributing  cause,  • c - ‘ ' <" 


?/: 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.D. 


\ 


\ 


r 

I 


ALL' 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME tSiCy 

°! | /A£.  


(CITY  OR  TOWN.) 


Place 

Death 


Registered  No. 

Date  of 
Death  J — 


190 


? 


..years. 


ft.. months days 


STATISTICAL  RETAILS 

SEX 

COLOR 

2^rztzt 

SINGLE,  MARRIED,  -s. 
WIDOWED,  OR 

' DIVORCED  X 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

Bl  RTHPLACE  * 

NAME  OF 

FATHER  y?  v s? 

r-/ 



BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME 
OF  MOTHER  ^ 

BIRTHPLACE 
OF  MOTHER* 

/tL 

'K>«.  S'. 

OCCUPATION 

> 

INFORMANT  § 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

V^.^,9o;... 

UNDERTAKER 

ADIJfi^SS 

j 


ui 

DJ 


O 

H 


0) 

Ui 

S 

< 

z 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended,  deceased  during  last 

illness,  from 190  .^..to  190^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  ^hjkt  the  CAUSE  OF  DEATH  was  as  follows : 




Primary : 


Contributory : 


(duration).”. 

(duratk 


(DURATION) DAYS 

M.D. 


It  .190. .^J 


(Address).. 


ijUA^v • l tyyy.tth. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
f In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


0$ 

( CITY  OR  TOWN.) 


RETURN  OF  A DEATH 



,°*f  I °Death  l • J... I90/7 


Residence  fS. CA.. !.!... 


Age &.A. 


..years.. 


. .months ^ days 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  /U.  * , 

DIVORCED  //YAaaA^^ 


MAIDEN  NAM 


HUSBAND’S  NAMEt  CA  ^ 'Z 


BIRTHPLACEt 


^ — .2-^  / . 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 

OF"OTHER(yC(^  . 


BIRTHPLACE 
OF  MOTHER! 


^ — J — 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

>ZA  C -2  2 


UNDERTAKER 


^ /t/7 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  ^.LAAtAr^A.....  igo  (^Xo^YN^>^r^r1.../A..  190  .Z , 
that  to  the  List  of  my  knowledge  and  feefief  death  dccurred  on  the 


date  stated  a 
Primary: 


e,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


.(DURATiONX.y./X.Wf... 


Contributory: 


(duration) DAYS 


Z^ll9<^(Address)/^ 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


V 


[3-’06  37-LM.] 


Permit  No. 


Name  in  full, 


Sex, 


RETURN  OF  DEATH. 

MASS. 


Bate  of  Death, 
ClNNlNA. /B  <nAr.CL/jUU. 


/ (p  / ^0 ^ ' 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Color, Ql  filjJo,  ^ Condition, 1 1 1 U 1 ‘ cl 


Age,  7/  Years,  f ^-Afonths,  . Days.  Occupation, 

Residence,*  l ’ ^ ° ^ Ward, 

Place  of  Death, & Up fV 

Place  of  Birth,.  /^d.OlAA^P  IZMmAAJ. . faucA}..  Date  of  Birth, 

JVame  and  Birthplace  ) v ' /°V,  ClU  <-  

of  Father,  ) /U  \ i ( C j 

Maiden  Xante  and  ) S^.C/hldf^-'  J'  v L ' t II  DPI  H /‘  / / 'f 

Birthplace  of  Mother,  ) / p-'  , ^ n / ydf/  —— 

Place  of  Interment, Ut.P.PldZfU-  #/• -1-  . C.. PisLLs UsXf  ^r~\ 

W 

Undertaker. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) . ' 


(State  year,  month  and  day.) 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/TiA  llPZift  Duitun. Jpfjfg l.(N 190 


*:r»::LT  \ % 7/ 


years. 


•IZ 


* 


I hereby  certify  that  I attended  deceased  from.. ...jf......l90j , to  /.. — - 


»T,  that  I last  saw alive  on  the ....  //3.  day  of 1907, 

r 4 it-*  ¥ V £ / 

h-t  died  on  the L .*?.... ■ rr. day  of AfPrlrd. 1907,  about  . *> o clock 


’P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows : ^7*  n r>  . ft . ^ ° 

f Chief  cause, 

on  P 


death 


ThjLNftio  few  iNzNufcJL . 


Disease 

( Contributing  cause, 

f Chief  Cause, 

Duration  - P 

( Contributing  cause, 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.  D. 


\ 


V 


[3.’06-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

f 


Sex,  Color,  Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  c 

Indian,  etc.)  Divorced.) 

Age,(J>~~^  Years,  Months,  Bays.  Occu pation.^Z^^^^ 


Residence,* . 

Place  of  Death,. 

Place  of  Birth,  ..777pn7..  Bate  of  Birth, 


Name  and  Birthplace  ) 
of  Father,  i 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 


Jr-*. 


TJnderiaherr- 


PHYSICIAIM’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

^ Of 


*7Y:LT I <£ 


1907- 


years. 


I hereby  certify  that  I attended  deceased 


fiJm..^N..::-. N..../.A.^...190J  , to.  * 


ldOl , that  I last  saw. 


Y /s  P. 

IP .CCIhr. alive  on  the /.£....?/. 7 day  of. 


7 

/ /r  4 

that... Af  died  on  the day  of 


190 


’/■ 


190  7,  about  / 2.  ' <5  o'clock 


JkM.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows:  ^ 


death 


f Chief  cause,.... 

Disease  J 


*7^ 

fa flstt  77 


Duration 


Contributing  cause,  '^L.PCP  t£-z-  fg. 

j Chief  Cause, ^ far 7 PI  ..fa-. 

| Contributing  cause,. . .-.  fNlCPi. — — ..r 

/ C(U' tPi  M.  D. 


*If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


n*!^g§Sv>-1 


PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 


fits* 

( CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

FULL  NAME /. TZ2&-A. Registered  No 

tj-  f ' -/vz.  a*.  * .»«  > 

Residence  Age years months .rfl?. . $. 


days 


3 

U. 


u 

03 


o 

I- 


(0 

til 

Z 

< 

z 


-j 

j 

< 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  ^ ' 

BIRTHPLACE! 

/i— 

^ — 

NAME  OF 

FATHER  ^ 

yj^crt  £ . 

BIRTHPLACE 
OF  FATHER! 

ZZ 

MAIDEN  NAME  ^ 

OF  MOTHER  [/  y <■ 

BIRTHPLACE  _ 

OF  MOTHER!  yy 

* 

OCCUPATION 


— c ZZ: 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

^ A* / •*•  ~o^ 


UNDERTAKER 


C^./k.  ? .i't 


DATE  OF  BURIAL 


&SUp-«..Y 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  (XAfk ...  190 to  190.7., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  aboye,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary : . . . . . U 


Contributory : 


.(duration 


(Signed). 


.ezLrf. |. 


,/ ( nnpTr  inn) 


.190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t Stato  or  country;  also  city,  town  or  county,  If  known. 

S Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


7 


Lf2 


3 


A 


[3  ’06  37-LM.] 


r^yh  cbjCU^crJi 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


Date 


of  Death,  yujLj  /g " /p  y 


Name  in  falli 

Sex, Kl/ Pl'l'UXbz' Color, Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  t5~yd.  Years,  ^ Months,  Days.  Occupation, 


(Single,  Married,  Widowed  or 
Divorced.) 


^?VUx^> 


Ward, 


Residence,* 

Place  of  Death,  Op  Ot 

XW  (State  year,  mouth  and  day.) 

Place  of  Birth, C ^ /JCLIL, Date  of  Birth, Cf) /.^..'r/  f ^ ^ 

Name  and  Birthplace  ) 

•J/aamaav  . — ' 2H&> 


of  Father,  ) 

Maiden  Name  and  ^ 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


U/LdAPkV.OiS..  a c//^fkt4..^Lz... 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  QF  DEATH. 


Name  and  Age  ) 
of  Deceased,  ) - 


190^ ..... 

^Q'V'  AgeJ(i2j. years ,f  ^ZpLo 

I hereby  certify  that  I attended  deceased  from..  1. /±0f)  : 190  , to.  j'Aj  / v V) 

190j,  that  I last  saw..  iL*. alive  on  the  H"  day  of Kr-Us 190  , 

that •PA~A^M..died  on  the.  ..  day  of....jghCC~fl 190^ , about../.  .^.f*.6*ctock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  fhtA^r....  death 
was  as  follows : 

j Chief  cause, 


Disease 


Contributing  cause, 


Chief  Cause, 


Duration 


I 

Contributing  cause, 


tfy^L  -'ix 


(fY\f 


•If  an  Institution,  state  how  long  an  Inmate  nnd  previous  residence. 


M.D. 


»21 


) 


k 


[3*06  37-LM.] 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date 


of  Pea, th,  y/ CxJ-fJ  77^  ' ^ 


Sex, 7 TlAAOJj^ 


(It  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Ward, 


(State  year,  month  and  day.) 


Age,  ..(oy^..  Years,  3 Months,  J Days.  Occupation, 

/ DA1 Si 

Residence,*  Jr  7}PrAN.y 

Place  of  Death,  / S~  y 0 T-kgL&eJ 

Place  of  Birth,..  ....  JjfLPj Date  of  Birth, 

Name  and  Birthplace  ) 

Maiden  Name  and  ) .3)0/LC*Aa-CD  /^1/lWZuJ/  -==~-  Ct£jrx77 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


PHYSICIAN’^  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/i7  -Rustling Jj.“£.. ZJ. 190 z 


Name  and  Age 
of  Deceased, 


Age, . 


years. 


I hereby  certify  that  I attended  deceased  from IAiPAPnJ' 1900  , to 


190^,  that  I last  saw.  .<&*. ..alive  on  the 

that....:?J-4~r. died  on  the < ^ day  of. 


7 to 


. day  of. 


.190  7,  about  ..o'clock 


AM-.,  or.  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  ~h^Srr...  death 
was  as  follows: 

j Chief  cause, 


jQ—C  CkJzJlygJ 


Disease 


Duration 


Contributing  cause, 

J Chief  Cause, 

| Contributing  cause, 


77 


M.D. 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


[3-’06-146-VM.] 


(FOR  POST-MORTEM  EXAMINATIONS  ONLY.) 

Permit  No. 


RETURN  OF  DEATH. 


BOSTON,  MASS. 


Name  in  fall , 


Sex, 


Date  of  Death, 


/fo  ) 


(ll  married  or  diverted  woman  give  maiden  name,  also  name  of  husjfand.) 


(White,  lilack,  Mixed,  Chinese, 
Indian,  etc.) 


Color,  l/[/  — Condition f //  eg 

(Single,  Married,  Widowed  or 
Divorced.) 


Age,  3 *4  Years . / Months 1 Days.  Occupation . 

r - ’ 


Residence, / 6 

Place  of  Death,  ~ ‘1 Cd  *7.  * ^ ^ 7 

Place  of  Birth,  iN  t <--■<?  l / nA  Date  of  Birth, 

c../'  1 c 7 f ^ 

P ' - N-,S  ' * 


Name  and  Birthplace  ) 
of  Father,  1 

Maiden  Name  and  ) 
Birthplace  of  Mother,  ) 
Place  of  Interment , 


Undertaker. 


MEDICAL  EXAMINER’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH 


so 


90S  . 


Boston, 

I hereby  certify  that  I viewed  the  body  of 

Name,  C Age, 3 S years, 

who  died  on  th%_J  2.VtU  day  of  190 

and  to  the  best  of  my  knowledge  and  belief,  the  cause  Of  death  was 

as  follows: 

Autopsy  'irSsi0>  ‘J . „ u „ 

j Chief  cause, 


Disease, 


Contribu  ting  cause, 


V 


1 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death, 

Name  in  fall,  . A (ffh t/jxjhr 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, IdAcJUj. Color, tthLff.. Condition,.  

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,.  1a  Years,  (j  Months,  Days.  Occupation, 


SftUNZ.X' 

(Single,  Married,  Widowed  or 
Divorced.) 


Residence,  * 'ti. fy/Ccx  1 Ward, 

Place  of  Death,  hAJ 

/ / (State  year,  month  and  day.) 

Place  of  Birth, UJ.Ia8.<UjuI^ ». Pate  of  Birth, (viA  J. /Aff'A 

Name  and  Birthplace  J 

Maiden  Name  and  {_  \j NLcL/1 AtHC..  ' 
Birthplace  of  Mother,  ) * / . J "f  / i/l  * 

Place  of  Interment 


&... 


Undertaker. 


PH  YSICI AINLLS  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age  ) 
of  Deceased,  > 


Boston,....  hrf~\ 2). .0 190  ..) .... 

aJ  !''*4U  CuvK  u •• 


QJ 

Age,  ^ PC'  A years. 

A> 190^  , to asAA\  Or  "j 


I hereby  certify  that  I /attended  deceased  from 
190  f that  I last  saw alive  on  the IrA. 7 day  of..  ijy^rrj 1&0  J, 


that.. 


....died  on  the 


& 


day  of 


. 19  Oj  , ab oiof^s) L /..  Q.  Vpclock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : Li  a l~  . 

Disease 


( Chief  cause, . 

“1 


Contributing  cause, 


f Chief  Cause, . ^^A 

Duration 

| Contributing  cause, 


M.D. 


•If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 


Sex, . ...Color, 


.Condition 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


ition, * 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,.  (5/  Years,  Mr.  Months, . / \ Days.  Occupation, 

Residence,*  cvaJJUm-  Offc?  

Place  of  Death,  di~p 
Place  of  Birth,.  ^/lASL Date  of  Birth, . /f't.QsL . gf. "/.fT<$~.4» 


(State  year,  month  and  day.) 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment, 


l ^nIcxsqa- 

A / . . * / x - - ^ 


'£/  MddAfM:. . Qj.'£ind.  oLf. 

Undertaker 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Boston, .Xr~l. 


*1 


N am g and  Age  ) 
of  Deceased,  ) 

I hereby  certify  that  I attended  deceased  from  Chi  g .190  , to 

JNrO alive  on  the  2dt. 


ft 190 

...Age,  N../.. years. 


190  ffhat  I last  saw 
that Of?. died  on  the 


H' 


....alive  on  the  f day  of.^j^fn. 190 J, 

'j!rr..ty. day  of 190  J,  about o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows: 

j Chief  cause, 

| Contributing  cause,  ....  L/ 


Disease 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF. 


( CITY  OB  TOWN.) 


FULL  NAME 

Place  of 
Death  * 


Registered  No 
Date  of  l 
Death  l 


years. 


>■.^..190  7" 


months.: days 


STATISTICAL  DETAILS 


COLOR 


07. 


SINGLE,  IHAflWEt), 
_CLlY©«0£Tr' 


MAIDEN  NAMEt  ' — — ^ 

HUSBAND’S  NAMEt 

BIRTHPLACE! 

NAME  OF 
FATHER  II 

/P 

BIRTHPL/^OE^ 
OF  FATHER! 

N 

MAIDEN  NAME 
OF  MOTHER  > 

BIRTHPLACE 
OF  MOTHER! 

OCCUPATION 

INFORMANT  § 


PLA^E  OF  BURIAL  OR  REMOVAJ. 


UNDERTAKER  A 

Ty. 


DATE?  OF  /BURIAL 


PHYSICIAN’S  CEBTIEICATE 


I HEREBYx  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190  .^..to./..^^'7?^...Jk.‘7. 190.. 

that  to  the  best  of  my  knowledge  and  bejjef  dearth  occurred  or 
date  stated  above,  and  that  the  CAU^E  OF  DEATH  was  as  follows: 




)0j, 

otrThe 


Primary: 


Contributory : 


. ( D U RAT  I on).  .^^TTT. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  BN  FULL 


FULL  NAM£ 

Place  of  ) “\kT  ' ‘ * * * § 

Death  * \ vNj 

Residence  .. 


COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 
Registered  No. 


Age 


.0.. 


Date  of 
Death  i 

.years. 


STATISTICAL  DETAILS 


SEX 


COLOR , 


<^tALVaJL L-  I 


tilNOLL~  WIMHIIIllD, 
WIDOWED, 

-DIVBrtCfcP. 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt'^K  ' ^ A "V  7"  t\  0 

BIRTHPLACE* 

NAME  OFr'-'N.  ( \ A 

^4rvrV 

BIRTHPLACE  ^ C 0 

OF  FATHER  t \ K^..  (\ 

MAIDEN  NAME 
OF  MOTHER 

^ G ]/Cr-^rA^  *2^ 

BIRTHPLACE 
OF  MOTHER  t 

-V 

OCCUPATION 

INFORMANT  § 


' c// , 


DATE  OF  BURIAL-*. 

TT  * 

190.. 


UNDERTA 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attendee^  deceased  during  last 

/k>iO  (N-CJA 


< iv  + 

illness,  from  J<7 190/?.. .to 


.190^ 

that  to  thqfjafest  $/my  knowledge  and  ‘frelief'^cleath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 
Primary:  O^i^MaoJL 


"Ml*  - 


Contributory : 


. CdURATIOn) DAY8 


(Signed) L/' . r*  *.<?M . D. 

u . 190 y?.  (Address) . . ^ 


~ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or>town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DWJCE,  give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
^Institution,  give  its  NAME  Instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow. 

} State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery, 


h 

, ,C)°  7 ' 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


FULL  NAME, Registered  No. 

*£$ } r.r \J^.  a/ 

Residence  ft fX .Vv..Age 25S 


> 


STATISTICAL  DETAILS 


SEX 


%o4l. 


COLOR 


lit 


SINGLE,  MARRIED, 

WIDOWED,  OR  X 


DIVORCED 


MAIDEN  NAMEl 
HUSBAND’S  NAME  t 


Bl  RTH  PLACE  ! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


OQ^-C. 


MAIDEN  NAME 


OF  MOTHER  , J n 


' IcCCl'l 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


/. 


PLACE  OF  BURIAL  OR  REMOVAL  [ 


Jk 


UNDERTAKER 


DATE  OF  BURIAL 


&L 


190  . 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to V^f®£V.1S.I....I90  71., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(duration) DAYS 


Contributory : 


..(DURATION) DAY8  t 


(Signed) . 

3....  ..190.71.  (Address) *«*— *^"*-  Q*- 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,] 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days  s 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


£ A.  - 


ALL  NAMES  TO  BE  IN  FULL 





COMMONWEALTH  OF  MASSACHUSETTS 

OF  A DEATH 


(CITY  tin  TOWN.) 

Registered  No.  7 


RETURN 

FULL  NAME 

1 ^ ™ \ ^ - ^ ^ 

Age /A years ZZ7../..m0r 


Residence 


.months days 


STATISTIC  AY  YET  AITS 


SEX 


jJL 


COLOR 

SINGLE.  MARRIED, 

WIDOWED,  OR 
DIVORCED 

<3 

MAIDEN  NAMEt 
HUSBAND'S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


hA 


w.o 


OA 


BIRTHPLACE 
OF  FATHER! 


'^OJyPtl.aA'Piy  yilTtdy) 


MAIDEN  NAME 
OF  MOTHER 


tiUtyrv  rf’o 


&2i£i-Ga/>is 


BIRTHPLACE 
OF  MOTHER! 


■7)/J,any 


7 


OCCUPATION 


INFORMANT! 


= LACE  OF  BURIAL  OR-  REMOVAL  II  £ 

txM_ Zc/7jyi  $ oy 

foaluatof  6^./ra/^L 

AKE^r 


UNDERTAKER 


<-L 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


1 HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from 190 \q.. 190^ 


/<M? 

lief  death 


that  to  the  best  of  my  knowledge  and  belief  d#ath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary: 


h. 


.(duration) DAYS 


Contributory: 


. (duration) DAY8 

Or 

' WrD. 

C&y#.. ..£. 19 0/^..(Ad dress).. 


(Signed)..  . . Tfaftyk.  A . Tkzyt.  Sx2. 


U-. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed  S 

i9^. 


^^2^,^/fclerlc 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


1 


7<Y 


■v 


,\A 


= 


V 


{4-’07-37-LRl.] 


Permit  No. 

RETURN  OF  DEATH. 

TDN,  MASS. 

* ~ 8 Nl. 

Bate  of  Death, • >3r 

Name  in  fall, 


.190  J . 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Ccm.d.itinn.  ^ ( 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, Color, ^ Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  ?(p  Years,  Months, Bays.  Occupation,  /‘^AlA+TSSt: r&A. 

Residence ,* 2 L 5~  Ward^A^th*^ 

Place  of  Death,  2 S'  C*n^£ 

(State  year,  month  and  day.) 

Place  of  Birth, Bate  of  Birth, / S / 

Name  and  Birthplace  j 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment, 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


190j,  that  I last  saw  alive  on  the /./. day  of.. 


* o^ Deceased^6  1 Age,  Jr&  yea/s. 

I hereby  certify  that  I attended  deceased  from .../^ftP^S.A  190^7  , to  Ahf . A 

looy! 

Ail ...died  on  the  day  of  19  0*y,  about  o’clock 

kP.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : . 7 

{Chief  cause, ASuI A 

Disease  ! 

( Contributing  cause, 


that 


f Chief  Cause, 

Duration  , 

I Contributing  cause, 


M.D. 


• If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


WITH  INK.  — THIS  IS  A PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


{CITY  OR  TpWN.) 


FULL  NAME Registered  No. 

PDe»th*  1 /6 °Deathf  i !■/■■■ 190  ^ 

Residence  .T Age years months days 


Jk 

-I 

3 

Ik 


LJ 

fi) 


O 

H 


(0 

UJ 

2 

< 

z 


-I 

-j 

< 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


Bl  RTH  PLACE  + 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

CZi 


illness,  from..4rr 4^. I90^/.to  .Cc.^^~*r . . 190 

that  to  the  best  of  my  knowledge  and  belief  dearth  occurred  on  the 
date  stated  aboye,  and  that  the  CAUSE  OF  C(|?ATH  was  as  follows : 


Primary : 


M (duration) DAY 8 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
br/Recent  Residents. 


OCCUPATION 


ow  long  at 

Place  of  Death? years . 


months 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


INFORMANT  § 


Filed 


..190. 


Clerk 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


% fit* C.  0 A A ij A.  QuA&A  yb: 

-----  - (-\S  ADDRESS  f 


UNDERTAKER 


I'TKjtlPfc  //  A?  €Tcj3_£  1 Ctl 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI-' 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a Hospital  or' 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county^  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

J|  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETT 


Mom 


{CITY  OR  iro  WN.) 


RETURN  OF  A DEATH 

FULL  NAME . MfcL 

i ...  in  • °Da::,r \ ...<&** r •, 

An  Aw,.  &A  as.  0 


Registered  No. 


Residence 


Age 


years  . 


.months.. 


. .days 


STATISTICAL  RETAILS 


SEX 


COLOR 


MJLbu 


SINGLE,  NMrfrrrTEXlf' 

WIDQViL£J>i-eft- 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


NAME  OF 
FATHER 


"0  Mvhrvy 


BIRTHPLACE 


OF  FATHER? 


MAIDEN  NAME 
OF  MOT 


t'ULr .'.  . Un 


M 


BIRTHPLACE 
OF  MOTHER? 


OCCUPATION 


INFORMANT  § 


AAjA  Si 


(^Ajda/LuAX  (VvlK^v^ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


' uaaA- 

UNDERTAKER  ADDRE51 


ERTAKER  , 


DATE  OF  BURIAL 


a 


190 


a... 


w y , 

nrwAo^ 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended^deceased  $luring  last 

illness,  from  I90^...to....^r?<vr1...>5 190  'J  , 

that  to  the  best  of  my  knowledge  and  belief  deatw  occurred  on  the 
date  stated  above,  and  Jhat  the  CAUSE  OF  DEATH  w#  as  follows: 

2 


Primary: 


Contributory : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 


ADDRESS  . t State  or  country  | also  city,  town  or  county,  If  known. 

(^0  I 0 t § Name  and  address  of  person  giving  statistical  details. 


Name  of  cemetery. 


[3-’06  37-LM.] 


Permit  JVo. 


Age,.  O k?..  Years, 

ru; 

Residetice,* ^ f 1/ 

Place  of  Death,  < 
Place  of  Birth, / 


Name  and  Birthplace  ) 
of  Father, 

Maiden  Name  and  ^ 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


Months, Days.  Occupation, 

7 ■'  ( -uL  J-*  Ward 

trnZ 

MM  Date  of  Birth, 

— llwTYi 


(State  year,  month  and  day.) 


UAMldAAAy.(M^/.. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

f 

Boston, 190 

Age,  years . 


Name  and  Age  ) 
of  Deceased,  f • 


I hereby  certify  that  I attended  deceased  from 


Mr  & 


190^ , that  I last  saw  'tArSl alive  on  the ^ /:i 


that. 


[MfA. died  onthe 'S. day  of  - 19  0^,  about  /&  33. o’ clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and,  belief,  the  cause  of death 

was  as  follows : 


Disease 


j 


Duration 


Chief  cause, 
j Contributing  cause, 

Chief  Cause,  (p 
Contributing  cause, 


J 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


■adii^pw-i 


V i 


'J  ,51  ! 


...  


CL 


h ' 


*■—  'i**y  -*.  -— * t . . rri — 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


FULL  NAME  J as  “Jy.. 2? ItLtZZ J Registered  No. 

i DDa::«r  s <**? ..  .m ,90  >. 

Age X- year. 6.. months ..days 


Residence 


STATISTICAL  RETAILS 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


IN  FORM  ANT  § 


PLACE  OF  BURJAL  OR  REMOVAL  II 

''X'f 


/^L/- 


UNDERTAKER 


X J3 


DATE  OF  BURIAL 

190.^. 


ADDRESS 

li  / 1 

/V'/'T  /> 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . 


(duration) , DAYS 

Contributory:  

(duration) DAYS 

(Signed) M.D. 

190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months.  days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


— 


[3-’06  37-LM.] 


Permit  JVo. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Bays.  Occupation, 


Age,  ears,  (o  Months, 

Residence,* .O 


Ward, 

, „ X ( /—. 7 

Place  of  Death, 

i ji^tatife  year,  mouth  and  day.) 

Place  of  Birth,  . Bate  of  Birthrp^CjfjAJ  O^yf'/Af  <f) y 

Xante  and  Birthplace  ) • 

of  Father,  1 

Maiden  Xante  and 
Birthplace  of  Mother, 

Place  of  Interment,... 

' (JA/tAAfLAxt... 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


j .. 


Boston-, £. , / X 190.X-. 

/,  //. 1 . / 


J ' ,/cv. 

J hereby  certify  that  I attended  deceased  from T'.  ^.ff.i../  j 90  f' , to.  .... 

190  J,  that  I last  saw alive  on  the day  of { ^ y 190^), 

that  ...died  on  the day  of 190 7,  about.  / J.  .. o’clock 

* / 

A.M.,  Tn  f*rM?,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 


Disease 


( Chief  cause 

yo  J 


Contributing  cause, 


f Chief  Cause, 

Duration 

( Contributing  cause, 


, Af/ i .-Ah- -i  ± n m.  d. 


•If  an  Institution,  Btate  how  long  an  Inmate  and  previous  residence. 


\ 


...  Y*  • *>A 


A 


j -1 


/ 


■ V 


NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME < 

Place  of ) _ - f 

Death*  S • 


RETURN  OF  A DEATH 

U*l£:> 




R -EWRE. 

(.CITY  QIC  TOWN*.) 


Residence  . ■h % n *v 


•Age. 


XI 


Date  of  ( 
Death  S 


..years 


Registered  No. 

/( 

months..^.. 


.190  f 

days 


STATISTICAL  DETAILS 


SEX 


COLOR 

hi.  Iia 


SIWTMTE,  M^RRlCtl, 
WIDOWED,  oa~ 
DmtlRCEX) 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


cU_. 


NAME  OF 
FATHER 


'f 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERt 


OCCUPATION  y 

A AjiAAA^  tri [ /?)  KxU/ 

FORMANT  § 


IN 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 

'tfeoLhci  JryuLA  P //T 


DATE  OF  BURIAL 


190.. 


ADDRES 

sv 


TIIYSICIA F’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  

that  to  the  best  q j my  knowledge  and  belief  d^Eth  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


fix 


(duration) DAYS 


Contributory 

^ (DURATION) 0AY8 


(Signed). 


M.D. 


77! 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country!  also  city,  town  or  county,  If  known. 
iHajne  and  address  of  person  giving  statistical  details. 

" Name  of  cemetery. 


[3’06-37-LM.J 


Permit  JVo. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


ate  of  Death, 


, L <o  Nl?0  / 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex'fjffi.Q^rA' Color, Condition,  fl 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ./...X...  Years,  /.  P Months, 0 .Days.  Occupation,  . 

Residence,  * ..X *■  ' ^(A.N  1 A t"'hSyCJ  4 Ward, 

Place  of  Death, - v a ’ 1 

s'  \ . jj  j J/J  / (State  year,  moutli  and  day.) 

Place  of  Birth, aJIAPl.  Date  of  Birth, 

Name  and  Birthplace  ) fjgt  IWCkaAsfUA fit 

of  Father, 

Maiden  Name  and  ^ £ 

Birthplace  of  Mother,  ) 

Place  of  Interment, ..yf...dNNJIrgNL 

EWIS  JONES  & SON, 

UNDERTAKERS, 

10  La  Grange  9t_  Boston. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


f 

U ndertaher.W 


Boston, 190 

Name  and  Age  ) 

of  Deceased,  f ASe’  Vears- 

I hereby  certify  that  I attended  deceased  from 190  , to  

190  , that  I last  saw alive  on  the  day  of  190  , 

that died  on  the day  of  190  , about  o’clock, 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows: 

( Chief  cause, 


Disease 


| Contributing 


cause, 


f Chief  Cause, 


Duration 


Contributing  cause, 


M.D. 


* If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


I 


\ 

fV 

• 

ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

EATH 


- RETURN  OF  A 

FULL 

Tea8,;' 


Residence 


Death 


.years. 


Registered  No 

Date  of  j 


STATISTICAL  DETAILS 


PLACE  OF  BURIAL  OR  REMOVAL  I] 


UNDERTAKER 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  . 190/!. ..to  190  y?, 

that  to  the  best  of  /ny  knowledge  and  belief  d^ath  occurred  on  the 
date  stated  abowfand  that  the  CAUSE  OF/DfEATH  was  as  follows: 

Primary:  ..  ... . C&C? ^ 




Contributory:  ..C^Lt^^rr-.o 



(Signed) 

.190^. .(Address) 


, / SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
o£/Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


190 


Clerk 


190.71 

ADDRESS  / 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

S Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


l/iJ 


(CITY  OR  TO  H'-V.) 


FULL  NAME  Registered  No 

pbAV*  i //  JIloUU  U.j  LO  ! Ci^f 

Residence  .Cc?..^ . . Age years months. 


u 


.190 


1 


months days 


STATISTICAL  DETAILS 


SEX 

TK 


COLOR 

tU 


SINGLE,  MVYftFtrE’D, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


(g  V Anrvr*/ 


NAME  OF 
FATHER 


Scks^aaajJ  | 

ITH  PLACE  W 


BIRTHPLACE 
OF  FATHER 


Ulaa^JIaaS^ 


OCCUPATION 


INFORMANT  § 


biAX 


PLACE  OF  BURIAL  OR  REMOVALB 


UNDERTAKER 


ADDRESS* 

(p<U+sA 


DATE  OF  BURIAL 

Zl 


ttUA 

addre/sb 


190  .1 


RlIYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  \90^..to.(A^s^r...^.A.t.....\90^..T 

that  to  the  bestj^f  my  knowledge  and  belief  ^ath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  


— f ■ ■ i r ■ N 


(duration) 7~, DAYS 


Contributory 


..(duration) DAYS 


(Signed) 

^<rtrr^f....^r./,-...l90^KAddress) SJ 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? ” 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  glvo  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  countryi  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

I Name  of  cemetery. 


£1 


[4-’07-37-1jM.] 


Opt 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Breath 


Name  in  full, 


/N 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, Condi tion^Y  f^^^..^ 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 

Age,  y //"Years,  C/  Months,  Days.  Occupation, 

Residence,*  V A/AfldA 
Place  of  Death, 

Place  of  Birth, 


(Single,  Married,  Widowed  or 
Divorced.) 


oaAm/j? 

/AtA  n£  Date  of  Birth, 


(State  year,  month  and  day.) 


Name  and  Birthplace  ) 
of  Father, 

Maiden  Name  and  ) 
Birthplace  of  Mother,  ) 

Place  of  Interjnent, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH 


Name  and 
of  Deceased 


AS 


190 


years. 


O Boston 

T 1 ££*4  £ Age, . ,.-:V 

l hereby  certify  that  I attended  deceased  from .<^rN^r<AL.. 190  £ , to. 

A CV  s fA 

190 ' that  I last  saw  alive  on  the fZ £..day  of 190p>, 

thatrNF^-N-. died  on  the  £.*L  day  of  19 Op,  about  o’clock 


2-  Z_ 


A.M.,  or-frM'.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : ^9 

( Chief  cause, ^ ^ 

Disease 


death 


I 


Contributing  cause, 


f Chief  Cause, 

Duration  , 

( Contributing  cause, 


■c^N) 


M.D. 


1 If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


■ftJgjsgSsk. 1 


J 


^ ' 


u 

u 

'v 


I ■ 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex,  &~C  vYLaJU^ Color, 


.Condition, 


cf" 


Ige, V1  Years,  / O Months, Days.  Occupation, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Ward,./.: 


(State  year,  month  aud  day.) 


Residence,  ^ f ^ 

Place  of  Death,.  32/ / / ^ ^ 

Place  of  Birth, ^ Bate  of  Birth, 

t sdT  r7  i 

Undertaker. 


Name  and  Birthplace  ) C3& 
of  Father,  I 

Maiden  Name  and  [ 
Birthplace  of  Mother,  ) 

Place  of  Interment,. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and 
of  Deceased 


J ^ &&&** 5 190  J . 

,jfC  | Age,  ,r 


years. 


I hereby  certify  that  I attended  deceased  from 190£  , to  13 

19(T),  that  I last  saw alive  on  the ?rr..^ day  of...  j i9oy 

that died  on  the Okr. ..r3. day  of  3. pNPl. 190 about.  o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  /PS. death 

was  as  follows:  f\  j t 


Disease 


1 


Chief  cause, 


Duration 


| Contributing  cause, 

j Chief  Cause, 

Contributing  cause, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.  D. 


. \ 


* . 


V 

Coo 


" , ^ •*' 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


DEATH  . 


Place 

Death 


RETURN  OF  A 

Reg istered  N o 

y' rrs 

• Age ..years.  ...^ 


''TYS. 

( CITY  OR  TOWN. 


days 


STATISTICAL  DETAILS 


SEX 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t - " 

/' 

HUSBAND’S  NAMEt  ^ 

♦ 

BIRTH  PLACE  t ^ . 

NAME  OF  y/  /. 

FATHER  ^7/ 

BIRTHPLACE  " S 

0F#TH%-  ' d . 

*y,  s 

MAIDEN/NAME  Sf 

OF  MOTHER  y/y 

BIRTHPLACE  jSy/* 

OF  MOTHERt  / / 

OCCU  PATTON 


informant! 


PLACE/OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


ADDI^SS 


PHYSICIAN’S  CER  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190  (o.to  . . .CLl*wC3.  *2. 3.  J 9 0 . 'r? 

that  to  the  best  of  my  knowledge  and  belief  death-occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEA' 


Primary 


ted  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 
: . . . "7  ^ ^ t-'vo  y. 


.(duration) DAY 


Contributory: 


(Signed). 

^...l90..^(Address) ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.‘....190 A. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  womao,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known.  * 

^Name  and  address  of  person  giving  statistical  details. 

'lame  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Chelsea. 

(CITY  OR  TOWN.) 


FULL  NAME 
Place  of 
Death  * 


.Registered  No. 


RETURN  OF  A DEATH 

[v....QX1j^v...Aj., 

} °Deathf  1 190  j 

Residence  Age >?..!. 


..years.. 


..months days 


STATISTICAL  DETAILS 


SEX 


J20 

N NAME' 


COLOR 


1 0' 


OIHOLE,  MARRIED, 
IDOWCD,  OR  ■ 


Divoneeg 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTH  PLACE  + 


TTv^l 


NAME  OF 


FATHER 


birthplace! 

OF  FATHER^ 


rTY\ 


t 


~TTV.J 


MAIDEN  NAME 


OF  MOTHER 


BIRTHPLACE 
OF  MOTHER t 


XjCtt  ^ 


OCCUPATION 


TT1 


INFORMANT  § 


jCTTfVft— 


o')  . <rV.  ”\_\3  £rtr 


PLACE  OF  BURIAL  OR  REMOVAL  li 


Quj,  IrvxJVrY^  HfYLjB 


UNDERTAKER 


^ . >f).  tK.*  ^ a,ry\jri  t 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  las 
illness,  from  ..k^Ja-^.SLQ.....  190^  | . to  V . X-A . . Cl  . “SU^. rr. 1 90r 


that  to  the  best  of  myKnowledge  and  belief  death  occurred  on  th 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary : ..  \ ...CV  V..£..>.....VTl.To..\ 


(durat  ion) Sj...  ..DAYS 

Contributory : . .CL^p  ,,.. . . cA.s  JL_x_j£.  v,.A0.. 

(duration) )rf DAYS 

(Signed) . . T.\.  £l£TT)C\ 


M.D 


QjjL^..^.7.l90...jf..(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years.. 


.months. 


.0 days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


Cle.x 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESL 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  in  a Hospital 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


A 


*f,  /?°7 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  | // 

Death  * > y ~ 

Residence  ...T? 


Z 

<t  -J 

5 £ 
t 

L E 


4 Ui 

C2 

0 

“ O 

n H 


C <0 

- UJ 

I 2 

* < 


-I 

E ^ 
- < 


_ 


STATISTICAL  DETAILS 


SINGLE 
WLGOiAL6'E>7-f> 
r»c  n * 


6U4eiTCf 


HUSBAND’S  NAME  t 


birthplace! 


M3 


OCCUPATION 


INFORMANT  § 


oik/ 
/Mtriv 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY^  that  I attended  depe^sed^uring  last 


illness,  from  190^.. ..to  . 19(0.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  onThe 
date  stated  above„and  that  the/CAUSE  OF  DEATH  was  as  follows : 


Primary 


ted  above-and  that  the^AUSE  OF  DEATH  was  as 

Q-v-\  ctic 

: * ::o 


l3j/K 


.(duration) 


Contributory : 


(Signed). 


duration) DAYS 


" T 

1 190../.  (Address)../..^) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  if  known, 

§ Name  and  address  of  person  giving  statistical  details, 

^||  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


STATISTICAL  DETAILS 


SEX  I COLOR 

JvL'Ci/jl  \ 

SINGLE,  MARRIED,  # 

WIDOWED,  OR  ’ 

DIVORCED 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE* 

Id 

FATHE"  72^  . 

BIRTHPLACE  — 7 

OF  FATHER*  / 

'iAlDEN  NAME  S) 

^”0THER  ^w?d. 

PHYSICIAN’S  CElt  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 


eased  du 

E..U1 


? 


illness,  from  190^... to. 190  . 

that  to  the  best  of  my  knowledge  and  belief  d'eath  occurred  on  the 
date  stated  aboy£,  smd  that  the  CAUSE  OF  DEATH  was  as  follows 

Primary:  


■'  7‘ 


.(duration) J.  ..DAYS 


Contributory: 


{Signed. 

■' ..190.7... (Address) i. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death ? years months  ...  days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


ADDRESS  / / 

|?o  ’}syL£AA-CA-jOi*r v" 


190 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  in  a Hospital  0 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


V 

■?,/,/  C,  >f‘] 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  DEATH  (CITY  OB.  TOWN.) 

FULL  NAME  . . Registered  No /C...!?...t!?.. 

r,;'  i -jzx  ! 


190  "7 


..years.. 


/5l 

months t....7T. days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR^~,  r 

DIVORCED  ‘A&tecSl 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

^3 

BIRTHPLACEt 

NAME  OF 
FATHER 

^ca>  . 7<T 

BIRTHPLACE 
OF  FATHER  + 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER  t 

OCCUPATION  '\//f 

INFORMANT? 

//' 

PLACE  OF  BURIAL 
. — , 

c— 

OR  REMOVAL  II 
o — » > 

DATE  OF  BURIAL 

UNDERTAKER 

ADDRESS 

PHYSICIAN’S  CEBTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  ^luring  last 

illness,  from I90..T, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 
Primary: 


(duration).,  !^L.. DAYS 

Contributory:  .....S^&fc 3^*5 _ 

J. (duration) io DAY8 

(Signed).....  M.D. 

..& 190..!).  (Address)  


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


Where  was  disease  contracted 
if  not  at  place  of  death? 


.months days 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ 


y 


. .•  -7  «.  v, 

JLu  /-  /?°i 


*# 


v k 

♦ « .« 


[3.’06  37-LM.] 


Of 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 


(If  married  ^pr-divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, . 


Age,  .71.  Years, 


Color, AsNlltDAL Condition,  ^ j&fj 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  ^Divorced.) 

Months,  Days.  Occupation,  / '\  iiNl.'i  As 


Residence,' 

Place  of  Death,  £7  £L  S* ■ 

Place  of  Birth, 

Name  and  Birthplace 


of  Father,  3 s 

Maiden  Name  and  l ,.  pn) 

Birthplace  of  Mother,  ) — ^ ‘ 

Place  of  Interment,... 


&L.. 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


O Boston 


Name  and  Age  ) 
of  Deceased,  ) 


/ hereby  certify  that  I attended  deceased  from 


190  f that  I last  saw UYPNNP. alive  on  the 


, Y 190/7. 


Age,  . years. 


( / 


y/7 day  of 190^  , 


that. 


IUL, ..died  on  the Sz.  day  of  K/f 190  about  /f  . o’clock 

A.M.,  rrr-BrM'.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  JsLr>r4A1.....  death 
was  as  follows : 


Disease 


Duration 


T Chief  cause,. 

) 

( Contributing  cause, 
j Chief  Cause, 


£ 


7Y 


Contributing  cause, 


*Q 


, ^ liNC  u l ^ 


M.  D. 


C 


21 


♦If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


- ■ 


' 


i 


" 





[3-’06  37-LM.J 


Permit  JVo. 

RETURN  OF  DEATH. 

^ BUHT-^N,  MASS. 


Name  in  full, 


Date  of  Deat]Cr^  "./ty  6 / 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex,  Color, ...  Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married/>v  idowcd  or 
Divoyfeed.) 


Age,  Years,  (SlL  Months, Days.  Occupation, 

Residence,  * ^ ^ 2 . Ward, 

Place  of  Death, t < tl't I ht.D.oW 

(St.  . 

Place  of  Birth, /I'ijiltjW . Date  of  Birth,..  <*L/..'J 

Name  and  Birthplace  ) ..C^r 


(State  year,  mouth  and  day.) 


of  Father,  ) 

Maiden  Name  and  )y 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


y)LawAcm^^ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Busteh,  190/'.. 

Age,..  IC  years. 

. , f)  r\  / y 


Name  and  Age 

of  Deceased,  ^ ^ ^ 

I hereby  certify  that  I attended  deceased  from  ^ -^.Wf7... ..//. 190/? , to  &//-,  ///A— 

190  J,  that  I last  saw  ..  ..  alive  on  the  //it: 

..day  of..  i9o y, 

that..t^/fsJls _.. died  on  the  //it. day  of  190*7,  about  5^ o’clock 

death 


ArM.,  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows : 

^ Chief  cause, 


Disease 


Duration 


| Contributing  cause, 
j Chief  Cause, 


| Contributing 


cause, 


...  M.  D. 


b2l 


*If  an  institution,  state  how  long  nn  inmate  and  previous  residence. 


/ 


[3-’06  37-LM.] 


Permit  JYo. 

RETURN  OF  DEATH. 

MASS. 


^ate  ofpDeath, 
Name  in  fall,  @$2 / . 


/N'/?c  y 


Sex 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

, '/  14  a.  Jjl ..  .Color, . Oflu'N 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


.Condition, 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,Kj<z*f.  Years,  CJ  Months,  ..A,.  Days.  Occupation,  1^,2 i^yLCUi^.. 

Residence,  * o ^ A J Ward, . 

Place  of  Death,  Cly^^lNR.A>.  ^ /A^/NjP.AJ 

(St 

Place  of  Birth,.  ...  C Date  of  Birth,...  CX^a iM-'lXL'/.  /Sfb  5^ 

Name  and  Birthplace 
of  Father,  ) 


(State  year,  month  and  day.) 


Maiden  Name  and  ) 
J 


Birthplace  of  Mother 
Place  of  Interment, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

CDlDNNWf™  Bm&m, .WSl 12 1902 .... 

*7°N1T\  TWX K U ASeW^years. 

I hereby  certify  that  I attended  deceased  from..!  ft  X X?.. 190  , to  /5 

190 2>  that  I last  saw r^V-vrr*^. alipe  on/the / \> day  of.  190 


atijpe 


(J  r. 


v. 


. death 


that Ty^rr. died  on  the  15 day  of .190 ) , about .2  ^ ~ o’clock 

U JL» 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 

was  as  follows:  Nf  —l _ 

( Chief  cause, (j...  

Disease  ! 

( Contributing  cause, 


Duration 


j Chief  Cause, 


Contributing  cause, 


M.  D. 


~X.r-.  iV 


♦If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


[4-’07-37-IjM.] 


Permit  No. 

RETURN  OF  DEATH. 


r 

OH. 


ROTvTTHsl,  MASS. 


Name  in  full, 


f Date^f  Death, 

i?cicL <Q?....nx£N)-' 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, ki 


Color, 


Condition, 


Age, ..(CfNCTears,  \w  Months,  SiNDays.  Occupation, 

Residence,* ^ C < & :/<a>  t j/  A Ward, 

Place  of  Death,  M 

/ f (State  year,  raoniu  anu  uay.) 

Place  of  Birth, C^.x.C Date  of  Birth,  £>y 

Name  and  Birthplace  I p/4  ■ 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Itr,  month  and  day.) 


Maiden  Name  and  l 


Birthplace  of  Mother, 

Place  of  Interment, A 


CNN, 


'?CKaNz 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

iN^/lr csifffiiyL&A  />£e3^rr^  nL  190? ..... 


Name  and  Age  ) n\  ' CC 

of  Deceased,  ) 


AgeNti.  NZCCN 


I hereby  certify  that  I attended  deceased  from  / f*  1 90?  , to 

190^,  that  I last  saw  alive  on  the / JZ day  of..£e^^rr.-  190? , 

190??  about  o’clock 


that  I last  saw 

that.  .died  on  the  ?—  / day  of 

A.jf^  i»u  P.M.,  and  that,  to  the  best  of  my  knowledge  and,  belief,  the  cause  of 
was  as  follows : — . ^ _ 

CNNuk 


eath. 


j Chief  cause 
Contributing  cause 


Duration 


I 


Chief  Cause, 


I Contributing  caus 


/^P, 


M.D. 


< if  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


cdg=g&*-i 


[3’06-37-LM.] 


Permit  No. 

ETURN  OF  DEATH* 

BOSTON;  MASS. 


Name  in  full, 


Sex, 


Date  of  Death., 


ttL 9.7 


" J 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, , Condition,. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  J?  Jf Years,  / Months,  Days.  Occupation, 

Residence,*  Ward, 

Place  of  Death,. 

(State  year,  mouth  and  day.) 

Place  of  Bi rth,  . Date  of  Birth,  *f t f 

Name  and  Birthplace  | 

" ^ ' " 

vCjZf 


of  Father, 

Maiden  Name  and 
* Birthplace  of  Mother, 

Place  of  Interment,.. 


.CUA 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

.Jiff... XA 190  X- 

Name  and  Age  } f/  * /fy  / — ■ • ft- 

of  Deceased,  ...  Age,.  Jo. ° years. 

././. 72(9^,  to  . Jf/f  fl  (o 


I hereby  certify  that  I attended  deceased  from. 

19of , that  I last  saw.  /I... 

alive  on  the x*r...  day  of 19 Of, 

. died  on  the 


that  died  on  the ■<  f> day  of  JCUfJ  19  Of,  about  f'Jygo' clock 

A.M.,  or  -B.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  — - death' 

was  as  follows : 

( Chief  cause, 

o n J 


Disease 


Duration 


| Contributing  cause, 
j Chief  Cause, 


Jz^mxL  C3?t 


I Contributing  cause, 


k. 


...  M.D. 


• If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


c 


21 


COMMONWEALTH  OF  MASSACHUSETTS 


STATISTICAL  DETAILS 

\ 

PHYSICIAN’S  CERTIFICATE  i| 

Jj  ! Q/f/'  WIDOWED,-^ 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last 

illness,  from  l90^T..to  ..^^0^7.  ■*/  , 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  

MAIDEN  NAMEt 

HUSBAND'S  NAMEt  fa  . 

BIRTHPLACE  + /7  In  / 

Contributory:  

Tv*^£r^G-r1 (duration)  *.’... .77” days 

(Signed) M.D 

NAVE  OF  /O  X 

FATHER 

BIRTHPLACE  v")  / 

°F  FATHERt 

MAIDEN  NAME  / 

I OF  MOTHER  JK,  /- 

^ •....  1 9 0 7'  (irfdress )... 

BIRTHPLACE  /O  / 

oFMOTHERt 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years month? days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 

OCCUPATION 

INFORMANTS 

Filed 

190 

Clerk 

PLACE  OF  BURIAL  OR  REMOVAL#  j DATE  OF  BURIAL 

tyfcirttPcMJfT*  & L\H  1*  190  7.. 

•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESU 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

{ State  or  country  | also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

I II  Name  of  cemetery, 

UNDERTAKER  ~|  ADDRESS 

'XL)'  X^J  /t^CA/  *y 

604^+-/ 7° 


l-t  ’07  37-I>M.  | 


; > 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

Pate  of  Death, .... 1 
Name  in  full,  ' . ’N/Se.  <•  • sTfl. 

.f&.  trf  /&&-&■  //■/&. 


Sex, . 'w  ^N.C. Color 


(If  married  or  divorced  woman  give  nra  ame  of  husband.) 


(White,  Black,  Mixed,  Chinese, 
ludian,  etc.) 


Age,.  .2-  J ..  Years,  Months,  ,>SC  Days.  Occupation, 

Resideyice,* 

Place  of  Death,..! 

Place  of  Birth, uAL Date  of  Birth,  p N &nL 


(State  year,  month  and  day.) 


Name  and  Birthplace 
of  Father, 
Maiden  Name  and 


| '. 


J- 


Birthplace  of  Mother, 

Place  of  Interment,..  ItlAN 


5^0 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  C^U$E  OF  DEATH. 

Boston , 


■ f-  - ’ ' 

Name  and  Age  ) J - , ' ^ / , 

of  Deceased,  I ■ , Age,. ...AN. years y 


I hereby  certify  that  I extended  deceased  from  .//fAfDWM  7,  to  'P'  ^ ' 

n //  0 A a 

/ 


/ 


190/  , that  I last  saw 


ojUys- 


that 


U 


qdive  on  the S/.  .... flay  of 


OJL. died  on  the 


t 


190 


about  .Pf  NU...  o’ clock 


.S. * day  of 190f7, 

best  of  my  knowledge  and  belief,  the  cause 


or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..  death 

was  as  follows : 

j Chief  cause, 


Disease 


Contributing  cause, 


f Chief  Cause, 

Duration  /” 

I Contributing  cause, I? PPN..PPPP. .7?. g. ....... 

. / / r // 

;. M.  D. 

•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 

V 


v y 


. 


l4.’07-37-LM.] 


[ ’ 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

ft  Date  of  Death, . *^....f. 190. 

> 

ji Q a %/bo.. 

/>  (If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

, Color, ...  ";....  .Condition, 

B"o 


Name  in  full 


Sex 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Ward, 


(State  year,  month  and  day.) 


Age,  O N Years,  x — ^Months,  Days.  Occupation, 

Residence,* 

Place  of  Death,  ^ W lABAZfyft  ftftftt-giAlAg. 

Place  of  Birth, ory<-  ^ftftftL  ....  Pate  of  Birth, 

and  l . C/ftf. cMfttftZftc 

other,  ) ft\  1 I f J, 


Name  and  Birthplace 
of  Father, 

Maiden  Name 
Birthplace  of  Mother 

Place  of  Interment, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF.  DEATH. 


of 


Boston 

*am»::LT } ‘Wa/i  f.A  ' Age.Sk 

I hereby  certify  that  I at^fnded  deceased  from  i^.y.£.. ...19oft , 

190  that  I last  saw  r.l.f.r.. alive  on  the  ft ...:■,. day  of 


loo  y. 


year % 


ft, 


190  ft 

that.. egg.  :\lIrN.. died  on  the  ft  Nft  day  of  L.  WL 190  ft,  about  ft  o’clock 

A.M.,  or~-RzM2,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows : 

| Chief  cause,. 


Disease  \ // 

Contributing  cause, 


f Chief  Cause, 
Duration  J 


\ 


, £ 

Contributing  cause, 


-ft g* ; ft  v yiyifti..., 

'If  an  Institution,  Btate  how  long  an  Inmate  and  previous  residence.  // 


M.D. 


COMMONWEALTH*  OF  MASSACHUSETTS 


REVERE. 


FULL  NAME 

Place  of  ) 

Death  * 5 


RETURN  A DEATH 

iaA 


( CITY  OR  TOWN.) 


.Registered  No. 

/7~ 


I, 


r,:  i t ,90  / 


OiyyZ 


Residence  /.  . . Age 


ol 


.years.. 


..months days 


STATISTICAL  DETAILS 


EMYSICIAN’S  CERTIFICATE 


SEX 


j a 


MAIDEN  NAME 
HUSBAND’S  NAMEt 


5,  MARRIED, 
ID,  OR 
JED 


BIRTHPLACEt 


'^eidkux , 


BIRTHPLACE 
OF  FATHER 


\ p /? 


I .HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from..Sx^../L...'^2 190.^..to...^2fr./!^. ^ 190..^? , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


tn.  • 


^ ^ 


t^U>. 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE  i 
OF  MOTHER  t 


(duration) DAYS 

Contributory : . /ZtN. f(... 

^ II..CLA. Ca. (duration) L£. days 

(Signed).  M.D. 

l9oT.(Address).I^X..../l.^.'^^?t?r^^..(^...X^.f^^ 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALII 


UNDERTAKER 


DATE  OF  BURIAL 

(Mujl 


ADDRESS 


36^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ 


[3-’06-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 


Name  in  full,. 


S* 


fti,,  MASS. 

CUvci*.  * 


Date  of  Death,  (fA 


(If  married  or  dirorcejLwoman  give  maiden  name,  also  name  of  husband.) 


Sex, Color,  Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age, Years,  / Months,  /±  Days.  Occupation,  — 


Residence,* . ? f Ward, 

Place  of  Death,.  

y a — y (Stsf^yeaiyiiioBth  and  da 

i}  Dade  of  Birth . 7 7 / ^ 


Place  of  Birth, 


Name  and  Birthplace  ) 
0/  Father,  ) 


0/  Birth, 


Maiden  Name  and 


Birthplace  of  Mother 

Place  of  Interment, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/£// 190.  y. 


Name  and 
of  Deceased 


T 1 2Tr^..  jV......  Age,.ytdyg. 


I hereby  certify  that  I attended  deceased  from iTrrr. WO  , to G.  c/s,  7*7/ 

19  o'*/,  that  I last  saw..  .^kw^....  alive  on  the  . day  of GGl/f  * 190/7, 

7 ' rUeri  nn.t.k.p.  /..$r/^7... day  of t 190*7,  about  ^ o’clock 


that CNrC. ':.....died  on  the. 

A.M.,  hi  fTiTT . and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 

was  as  follows : y~\  / t 


death 


Disease 


Duration 


{ Chief  cause, 

*z>  7 


Contributing  cause, 

j Chief  Cause, 

| Contributing  cause, 


/) 


/ 


/« 


M.D. 


•If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


l4-’07-37-LM.] 


S r 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 

Date  of  DeatnCQfd^^a 100 



(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, *2llaljLr. Color, Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced. 

Age, Years,  /0  Months,  ; Days.  Occupation)/] Ik d pUJt/lM 

Residence,* ^ ^ J IWLNW2-  Ward, 

Place  of  Death,  d^  j/o  f/) 7 CulIZ 

' xr  (otata  ) cal , uiimi/ii  auu  KAuy.; 

Place  of  Birth,.../))  frXfJt  /gtidAfZc/zp  Date  of  Birth , ./aPNu/)... " f tfS*/ 

Name  and  Birthplace  ) '//()')  (.  .Q/l.l.i  ///) /l/2t 
of  Father,  i /\  x-\ 


• Maiden  Name  and  ^ ‘//(jGL 

Birthplace  of  Mother,  ) At 

Place  of  Interment,  A 


, month  and  day.) 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Boston, 100  ... 

WAP  Age.NNyears. 

Crd)  X~d 


of  Deceased, 

I hereby  certify  that  I attended  deceased  from 190C,  . to 


190 ).  that  I last  saw 


alive  on  the /.  x day  of 


Cr^/ri/ 


too 

,t  /{a/ died  on  the  P day  of  19<T^  , about  /^,H^’ciock 


that 

A.M.,  or  F.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : . if  —-V 


death. 


| Chief  cause, .... 

| Contributing  cause, 

j Chief  Cause, r)<AJILD. ?/...  . 

| Contributing  cause, 


Disease  ■{  /^J  f 


Duration 


'If  an  institution,  state  how  long  an  lDmate  and  previous  residence. 


M.D. 


' 

■ 


' 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

Registered 

1 } ! c:.;/  *• 

M*  x X y / 

5P.....x7S. years Cs. months...  days 


FULL  NAME . 

Place  of 
Death 

Residence  ~.C — — 


Age. 


STATISTICAL  DETAILS 


SEX 


COLOFK.  _ 


SINGLE,  MARRIED, 

r0°RWclDD’  0R 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t. 


BIRTHPLACEf 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERt 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 

- <£=A^„:,7 


ADDRESS 


PHYSICIAN’S  CEE  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from Xa.X. 1907— to - 190  Ti 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  oathe 
date  stated  above,  ^.nd  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  


3»- 


ry 


(duration).. 

Contributory: 

..^(duration) DAYS 

(Signed) I T . . L 7 . V}r^r\. . .G*r*rt M.D. 


.Cm  fCJl. 

190..).  (Address).. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


Gut 


COMMONWEALTH  OF  MASSACHUSETTS 


E 


RETURN  OF  A DEATH 


3JJcT 


(CITY  OR  TOWfV.) 


FULL  NAME. 

P'aceon  I Q 
Death*  )■  (U.V. 

Residence  . |C~0 <3 


Registered  No. 


r 


.190 


t 


months days 


STATISTICAL  DETAILS 


SEX 


LA  COLOR  OliiOLt)  nmnnibu. 

di'vorcId’  °R  fa~l  rtZvcs*-- 


SINGLE,  MARRIED, 


MAIDEN  NAMEt 
HUSBAND’S  NAMET 


BIRTHPLACE  X 


.CEJ 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 


/ ■ ( C /fT 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


1 


TITYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  ttvU  I wHimlml  i.lu UUTI.I  liming  1 1 sJL 

ilLnogef  ffnnrv,— — » — 


1 -r.rrreo m ~ ibid 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  ^.CAX3...C^\A/Vrv. 

Ait^WVvvviX.i 


(duration) DAYS 


Contributory : 


(duration) OAYS 


SPECIAL  INFORMATION  only  for 
or  Recent  Residents, 


How  long  at 

Place  of  Death? years . 


1 hospitals,  jAstitul  Ions,  Transients, 

h & 

months  . ^4 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Death ' 


RETURN  OF 

FULL  NAM  E Registered  No 

Place  °f } Y&tf-  2-^ 

...Age  .years S... 


Residence 


months days 


STATISTICAL  DETAILS 


9+WqfeC,  MARRIED, 

WTDtW&Sy-Ofl 

PIVORCr&D 


MAIDEN  NAMEt 


BIRTHPLACE* 


L ct,  n CK2y 


l/° 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME  /) 
OF  MOTHER  A, 

-./  r 


Cr  viA  £.. 


BIRTHPLACE 
OF  MOTHER* 


(T 


4. 


OCCUPATION 


/</ f ^ 


PLAC&  OF  BURIAL  OR  REMOVALU 


UnlAL  Urt  ntMUVALU  y 

f Mfy, 


UNDERTAKER 

€T7^ 


A c^J\.  c/{/ 


l 


'M* 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  l9oZ..to 190^!., 

tat  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above^STH  that  the  CAUSE  DEATH  was  as  follows: 

c «(_ ^ ~ 


Primary: 


.(duration) DAYS 


Contributory : 


(Signed) 


2*Clt 

ISO  ...(Address'' 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


.190. 


Clerk 


* City  or  town,  street  and  number.  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


|>’07-37.LM.] 


Permit  JVo. 


<ypi 


Name  in  full, 


RETURN  OF  DEATH. 

c BOSTON,  MASS. 


^ Date  oJ^Death, 

.CMlU. 


c£/& 


1 190.7 


/? 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

-IJ/iA- 


Sex, %£5rM44MJJU. Color, Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  7 Year 'ft,  ^ Months,  y /.  Days.  Occupation, 

Residence ,* Ad  (?^ ?.  ~ TTjWA-  Ward, 

Place  of  Death,  f7  A/ 77a P<4/A  .W. 


(Single,  Married,  Widowed  or 
Divorced.) 


Place  of  Birth, 


(State  year,  mouth  and  day.) 


Date  of  Birth, 


WIana.:  ...^^d.777. 


Xante  and  Birthplace 

of  Father,  J //)  0 A)  / „ 

Maiden  Xante  and  ) ^jTpyIFZ/. UMDfZl-f  c/faA-s.. . . =?: . /y  . 

Birthplace  of  Mother,  ) 

Place  of  Interment, AAf.P.rsPlAJl/l.lf/  a....  {f' \. 

[/  Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Xante  and 
of  Deceased 


'QlW%XN  2™*™’ tRUUA.  . 190J  . 

Af  } ....  \pA. ziful.  Age,  / 


years. 


I hereby  certify  that  I attended  deceased  from 


(ref 

't 


(.%rr. 190)  , to 


190  jthat  / last  saw  ^ alive  on  the  2^)  day  of. 

that  ..died  on  the  DN7.. day  of  (t  Wl  190^,  about 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 

was  as  follows : f.)  ^ 

?>  (Aa^jxDvw^-  ^ 


Insease 


f 


Chief  cause, 


Contributing  cause, 


f Chief  Cause, 

Duration  , 

I Contributing  cause, . 


1 If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

f /r 


( CITY  OR  TOWN.y 


FULL  NAME 

Place  of 
Death 


ETURN  OF  A DEATH 

Registered  No 

DDa::,r  i 

veara V ' 


• Age .years .YrrC. months rrTTT'Tr. days 


STATISTICAL  DETAILS 


SEX j coyoR  , 


SINGLE,  MARRIED; 
WIDOWED,  tJR 
DIVOROED 


MAIDEN  NAME  t ' — — 
HUSBAND’S  NAME  t 

BIRTHPLACE*/  ^ 

mJ, 

NAME  OF 

FATHER  ' 

d>.  7^/gJ-/  _ 

BIRTHPLACE 
OF  FATHER 

R 

MAIDEN  NAMEtr — s,  / 

OF  MOTHER  iR 

BIRTHPLACE 
OF  MOTHER* 

2^ 

PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last^ 

illness,  from ..  190 y?..to . . 0.  *'.7 . . 9 0 y?, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(duration) DAYI 


190$?.  . (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 

..IdJ.Zt: ZdZZfZ.. 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


FULL  Registered  No 

Place  °.f  } Z.±.A.2. TJ  1 <90> 

years ^ months <^. days 


Death 

Residence 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED,  t 

WIDOWED,  OR  „ [ 

DIVORCED  C/^1  LaiA 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


AME 


A — "Z-*- 


Bl  RTH  PLACE 
OF  MOTHER* 


OCCUPATION 


sf/S  trr'ZfS' 


IN  FORM  ANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNB£R'r,l'rn  ' 


RTAKER 


date  of  BLrfrnrr- 

"i 


190.. 


ADDRESS 


j /Q 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  ^hat  I attended  deceased  during  last 

illness,  from ...  190  J).. to.  jSs^Li^l  I90.Z., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


s.tfYuvC^. 


.(duration).. 


Contributory: 

::m 


(duration) ?..^....DAY8 


(Signed),. 

kU..M*ol.. 


(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


±-  . 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 


BOSTON,  MASS. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


190  y. 

years. 


I hereby  certify  that  I attended  deceased  from. ..rK/7  190r~' , to 

' 190  , that  I las&saw^  alive  on  the  day  of  ^ — 190  , 

that.f2yj~*<L~ died  on  the  ^ 0 day  of  V.  190  about  o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows : (J  /L * _ f 

| Chief  cause, 


Disease 


Duration 


( Contributing  cause, 
j Chief  Cause, 


Contributing  cause, 





M.D. 


' If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


s»>-i 

■At 


Y 


v* 


1 4-’07-37-I<M.] 


Name  in  full , 

r ' 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

late  of  Death,  100  f. 


' ..J.f.a%ohlL.. N<rn.  UlAJ. 

If  married  or  divorced  woman  give  maideiyfiSrne,  also  name  of  husband.) 


Sex 


■,  Color , Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ..MjC.  Years,  Months,  Afj  Days.  Occupation, 

Residence ,* 'T'MsOJZft* Ward,  C 

kfuU.. 


Place  of  Death,  3L// 3 

Place  of  Birth,  O^CIImuv^  Date  of  Birth, 

Name  and  Birthplace  ) oS  . .rTTTT. 


(State  year,  mouth  and  day.) 


of  Father, 

Maiden  Name  and 
Birthplace  of  Mother , 

Place  of  Interment,.../ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


S)  Bnsian, 11. 

* TnZtsT  } tfc?- l^JLA  Age,.&M 


T 


90 

years. 


I hereby  certify  that  I attended  deceased  from  190  'J , to  cnf/S 

190  fiat.  1 last  sale  ^7 alive  on  the day  of 


190  ") 


that.  died  on  the  day  of  1/Nl  1903j,  about  —ft — -a’-dock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  /f\N~^  death, 

was  as  follows : bjjLd.... 


Disease 


( Chief  cause, . 

to  3 


| Contributing  cause; 


f Chief  Cause, 

Duration  , ^ / 

( Contributing  cause,.. 


1 If  an  institution,  state  how  long  an  Inmate  and  previous  residence 


M.D. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


FULL  NAME  ^ Sy.  ,... r egistered  No 

Place  of  Death  * " 'y  c 

Date  of  Death  ^7 Age 


.years  . 


.months days 


STATISTICAL  DETAILS 


S§2^  COLOp  , 


SINGLE,  MARCHED; 

WIOQWEOh-CLR 

pmrmrca 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


birthplace 

OF  FATHER  + 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t V f\ 


OCCUPATION 


INFORMANT  § 


t/*  *7^ 


PLAC 


z 


E^OF  BURIAL  <^(  REMOVAL 


DATE  OF  BURIAL 

u 


UNDERTAKER 


PHYSICIAN’S  CPU  T I PICA  TP 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


\. . \Xfi-. . .Wl/I.  ,U< 

(DURATION) DAYS 

Contributory:  

T^URATIOn). DAYS 


(Signed). 


.lOh'.T / . 


.(?. 190.7.. . (Address)  Y: 


t: 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  How  long  at 

Usual  Residence Place  of  Death? Days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information,”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


-» 

</  ] ^ / 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


RETURN  OF  A DEATH 




(CITY  OR  TOWN.) 


Place 
Death ' 


°.f } ZtZNttJ.. 6.d.  r,r  1 i9o  7 


Registered  No. 


Residence 


ZlA <£ 


0 / — / zZ 

Age TL .years months days 


STATISTICAL  DETAILS 


COLOR 


WZ?z 


SINGLE,  MARRIED, 

WIDOWED,  OR  „ / 

DIVORCED  ^<Lvu^y( 


MAIDEN  NAMEt/^?2 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 


XT  > 

190..'... 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  A.-cJ ...  I9o(e>...to  i9oT  , 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  YV\A(t^..  

. . Qj\.M\zZ. ....  C. . <L A) 

■ (duration) DAYS 

Contributory: Qz>. 


. (d 


riON).. 


Mo. 


(Signed)....  M.D. 


. 19 O.^.TAd dress) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 

DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

* State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[4-’0737-LM.] 


S r 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


PaUf  bfj  Peat 

aAaJ.iu:  L 


190 j/. 


(It  married  ocdivouced  woman  give  maiden  name,  also  name  of  husband. 


Sex, 


Color, 


.Condition 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


husband  J 

, J r uyLvpff&Ls 

(Single,  Married,  Widowed  or 
Divorced.) 


Age,/  ears,  (d  Months,  O.  Pays.  Occupation, 

Residence,* ...  j/^ C/IaA^v^^^  q. Ward, 

Place  of  Peath,  (\..  iAp  9 A-Aa/piapp '\Jr..  QJLicaJ 

J I / /(State  year,  month  and  day.) 

Place  of  Birthf '=/A/L£LAAe Pate  of  Birthc^AAMW  O 2-> 

Xante  and  Birthplace  ) ^LdAsJ t/vV (TWIN 

of  Father,  ) a J 

Maiden  Name  and  ) fyCAA fr  C MNrlAsl^s 

Birthplace  of  Mother,  ) V j 

Place  of  Interment, 1 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

r +4  y A<Zrz/  XA' 


fJ>  Boston,  ywACPr.....'^:.A.. 190 /A.. 

^nceastd,6  1 Age,  /“W/jjjears. 

I hereby  certify  that  I attended  deceased  from . PlPlX.  ^ 190/  , to  Airly ^ S 

190 that  I last  saw  N. alive  on  the ^jArXpA'.day  of  yj/x*-  ^ 190^, 

that  'db—  died  on  the  day  of  Alztij 190y,  about  AX  APo  clock 

7^ 


A.M., 


hy  and  that,  to  the  best  of  my  knowledge  and  belief ',  the  cause  of  PWSrr..  death 


was  as  follows : 

j Chief  cause,.. 


Disease 


| Contributing  cause, 
Chief  Cause, 


Pu 


f ChU 

ration  \ 

( Contributing  cause, 


c 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


o-PL 


I t, 


M.P. 


- 1 


— - ■ — - — - — « 


[4-’07-37-  li.M.] 


V 


'1  rj 


V 


s r 


Permit  No. 


Sex, Jfl/LPL^A-, Color, J oW Condition, 

. (White,  Black,  Mixed,  Chinese, 

Z / 1 — J-s.  , — Indian,  etc.) 

Age,  CSS Years,  — ^ Months, Bays.  Occupation, .... 

Residence,* JP  v 7c2pUSC^P> Ward, 


(Single,  Married,  Widowed  or 
Divorced.) 


Place  of  Death,  -6 'A  Shu.2&.^ 

/ (State  year,  mouth  and  day.) 

Place  of  Birth, Bate  of  Birth,  Z^/k  J i /f/O 

A \ 

> h 


7? 


Name  and  Birthplace  I 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment 


Name  and  Age  1 
of  Deceased,  > 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/jwgiiifl  drf^  Boston?; 190 

Age,  years. 

I hereby  certify  that  I attended  deceased  from 190  , to 

190  , that  I last  saw  alive  on  the day  of 

that died  on  the day  of 190  , about 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : 

j Chief  cause, 


190  , 
o’clock 
death 


Disease 


Contributing  cause 


„ vAi  (w 


f Chief  Cause, 

Duration  , 

Contributing  cause, 


• If  an  Institution,  state  how  long  an  Inmate  and  previous  resilience. 


M.D. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME  

■££ } ! jS^£^3JA ,9o  ) 


^/v 


( CITY  OR  TOWN.) 

Registered  No. 


Residence 


.3...Q... .('. 'rr^.'^X. Itt.  I.Ur. 3... Age 


..years.. 


..months days 


STATISTICAL  DETAILS 


SE^ 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  //*. 


< 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


'I  't  /S-  yC  * t - 


BIRTH  PLACE  t 


(?Z\ 


NAME  OF 


2-i 


BIRTHPLACE 
OF  FATHER* 


/3 


<n. 


2-Z  v- 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


SW4t-  ^ 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 

^190.?.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  lO  * (. 190  to  .. lyngJZ. .».....??. 190. .‘y? 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  


.(DURATION) DAYS 


Contributory:  

M.D. 


(DURATION) DAYS 


.190 (Address).. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 
Place  of  Death  7 


■day  f 


Where  was  disease  contracted, 
if  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


t 


% 


0’06-37-LM.J 


s s 


Permit  JYo. 

RETURN  OF  DEATH. 

B08T9N,  MASS.  _ 

Pute^rf  Death,  J / f a -r. 

Name  in  full , ■ "Cs  *-£>C&-cr-£ aC,  . 


/ 


""<r 


(If  married  or  divorced  wonj^gfive  maiden  name,  atsITname  of  husband.) 

Sex, Color, Condition, ~/k±.Q^. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ..Jok  Years,  / Months, Days.  r Occupation , 

Residence,  * SJM> *^.*T*^rrW' %rd, . 

Place  of  Death,  zgla^w-. 

Place  of  Birth, ?.... Date  of  Birth,  Af- S'. 

Name  and  Birthplace  [ gfL****. ' 


(St;*fe  year,  month  and  day.) 


of  Father,  ) ~ cN 

Maiden  Name  and  t.. P-**+~*  

Birthplace  of  Mother,  ) ^ ^ p/  / ^ 


Place  of  Interment,.. 




Undertaker. 


PH YSiCI AN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

l /Boston,..  & 190  f. 

T— fl  ~-.y  Age,.  (p  years. 

I hereby  certify  that  I attended  deceased  from  /h  v 2 <?  .190? , toS^VC^: 

f\ — ^A.  n li.i ip.  rm.  t.h.p.  ^ 


190*~1  that  I last  saw 


day  of 


1907, 


l 


that... 


Sd^-Asdi 


fhF....died  on  the D day  of 


6'~  U&is- 


7 


* 190^  , about  £=-  o’clock 


j^l  , *gi  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : , ^ ^ Js  /?  - U 

Aj  ^ ' 


death 


( Chief  cause, 

Disease  \ 

( Contributing  cause, 


f Chief  Cause, 

* nil run.  . 


9^r 


Duration 


Contributing  cause, 


V2' 


N 


M.D. 


* If  an  Institution,  state  how  long  an  Inmate  and  previous  residence 


[4-’07-37-LM.] 


S r 


Permit  Aro. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


2A0.aI.Qj. ...Color, . lAAhsD. Condition, /Pla-iuldJ 


Sex, 


Age,  .07  Years, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(single,  Married,  Widowed  or 
Divorced.) 


Residetice,* 


Months,  ~A—Days.  Occupation, 

^ (A  A ItCIIA.  2~. Ward,. 


Place  of  Death, lA/lATTidA ./ItaI....... 


(State  year,  month  and  day.) 

Place  of  Birth, WCDUXai  A. /O.JPUUMJL  Date  of  Birth,  (O  fl 

Name  and  Birthplace  I /load  ^JlodwcA 

of  Father,  ) 

Maiden  Name  and  J_ 


Birthplace  of  Mother* 
Place  of  Interment, 


'.ptn.lvA  . 

c 


~ ...  /Coizf-O/tX  7lt7YgAAJQ 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


C 


a**-.  <?  t 190 {2... 


*TCDe*easeT  I .Age,.  11.  years. 


7T* 

I hereby  certify  that  I attended  deceased  from  ■ 1'  1907  , 


to. 


T 


190  , that  I last  saw  alive  on  the  day  of „ 190 f, 

a -cJC  ^ 

that.  h-^rr. died  on  the  *j. *— : day  of  7^2^?..  . 190^  about  7 3 • o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  . death 

was  as  follows : 

j Chief  cause,. .^r: 


Disease 


| Contributing  cause,  1 

f Chief  Cause, 

Duration  J 


c*^r7  . 


I 


Contributing  cause, 


m. 


M.D. 


• If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


- 1 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME..  <2jYcl <^.:±L 


(CITY  OR  TOWN.) 


Place  of 


Death 


?} 


Residence 


.Registered  No.. 


TJ 1 -t&es^cL ». 


YYAAt. Age years /... 


Y..SL 


..months..  ...r. days 


STATISTICAL  RETAILS 


SE*. 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR 

c-'\ 


DIVORCED 


MAIDEN  NAMEt 


tX&AY  Y' 

HUSBAND'S  NAMB  . ^ , )jj  _ 


BIRTHPLACE* 


NAME  OF 
FAT 


HER  ^ jYA  • 


BIRTHPLACE 


OF  FATHER* 


Y crTst*  - (Y* c^  t i 


rv 


MAIDEN  NAME 
OF  MOTHER 


fa 


/ t.<lXL 


XL  tSY\ 


6^-*  v 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


Ah  ZhC^, 


PLACE  OF  BURIAL  OR  REMOVAL  II 


\u  \ywAJhYfL  ^ 


UNDERTAKER 


•c  a YD 


Y\,  / \) 


DATE  OF  BURIAL 


h/jl. 


190 


A 


ADDRESS 


%{/  (44/cYL 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from(TU^L 190}.. .to ..  JJ&e-../.  .0 190.}.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  orr  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


Contributory 


-. (duration) .r4 DAYS 

: 


GA 


(duration) TTT DAYS 


(Signed) 1 ZT.y  .U 1 M . D. 

19$ (Address)..X.^...^....Vrf?L^.^!^..^..,.....WLiL!ir 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Deathl years months / days 


3. 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


’ \ I U 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI-  J 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

} State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


£2. 


/!W  t <>,'?*>[ 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  Death  * 
Date  of  Death 


RETURN  OF  A DEATH 

J A * 


MAIDEN  NAMEt  - 
HUSBAND’S  NAME  t 


BIRTHPLACf 


^ Ss*  <r  < S'/ 


NAME  OF 
FATHER 


I HEREBY  CERTIFY  that  I attended  deceased  during  las 

illness,  from 190^  to <f 190 7 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  th< 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 
Primary:  /f 


1 


■ (DURATION) DAY 


Contributory : 


/p . n (duration) days 


BIRTHPLACE 
OF  MOTHER  + 


OCCUPATION 


INFORMANT  § 

* A 


PLACE  OF  BURIAL  OR  REMOVAL  II 


■ ;VT DATE  OF  BURIAL 

r/j,  * 


(si£ned>  M'IAca*  /•  m.d. 

/^c  l 0 190  > (Address) . i/lflA'UUi  //{ 


_ S^C!^L  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or 


Usual  Residence Place 'SfSeath  7 


Days 


Where  was  disease  contracted, 
if  not  at  place  of  death  7 


Filed 


190 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 


UNDERTAKER 


ADDRESS 


90  Institution,  give  Its  NAME  Instead  of  street  and  number. 

f — t In 


'y, 


£ ^ y4'S'> y/"'//* 


case  of  married  or  divorced  woman,  or  widow. 

| J State  or  country;  also  city,  town  or  county,  if  known. 
§^ame  and  address  of  person  giving  statistical  details, 
me  of  cometery. 


[4-’07  37-01.] 


Permit  No. 

RETURN  OF  DEATH. 

«OSTOTV,  MASS. 


te  of  Dea 

Name  in  full,  !f....\..tf2L£AJ.. /.  . 

Sex, ..  .2 Id'CUN ...  Color, ..  MaMN... ...Condition, 


woman  give  maiden  name,  also  name  of  husband.) 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age, ' ~ Years,  — - Months,  /jf  Pays.  Occupation, 

Residence,* Ward, 

Place  of  Death,  *3  o%Tf.  q) tiLLf DIai 

^ ^ ^ (State  year,  month  and  <Jny.)  ^ 

Place  of  Birth, /Jl/RA  Bate  of  Birth, 

Name  and  Birthplace  ) ■Xg/l£gJ>  UuX  f rrr.  ikfa. 

of  Father,  y _ f?j  t rX 

Maiden  Name  and  i 
Birthplace  of  Mother,  ) 1 

Place  of  Interment , ^ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


/.r\ 


that 


JL, 


...died  on  the ’ day  of 


IX 


rN.. 190  , about 


1 * 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows:  0 Q j . 

j Chief  cause 4 ^ H f 


’clock 

death 


Disease 


Contributing  cause, 


f Chief  Cause, 

finn.  ' 


Duration 


Contributing  cause, 


Hi.  I 'ktrWl 


M.I). 


•If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


all 


COMMONWEALTH  OF  MASSACHUSETTS 


OF  A DEATH 


RETURI 

FULL  NAME .£ Registered  No. 

Place  of  Death  

Date  of  Death  ,/  .ec /Z£Z /7y"X Age .a...?'  .years "TTZ months .^rrmT T~. days 


STATISTICAL  DETAILS 


SEX 


MARRIED, 

wt'onero 


MAIDE 


hi 


HUSBAND’S  NAMEt^  , 

^ rr 


BIRTH  PLACE  +■ 


pr'/^zy 


;:r‘ 


NAME  OF 
FATH 


Z 


BIRTHPLACE 
OF  FATHER  t 


z4Z  a^/zz7 


MAIDEN  NAME 
OF  MOTHER 


1 


f.  /'/ / //Z- 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 

L ft  ,//l 


UNDERTAKER 


's/j?// /I 


DATE  OF  BURIAL 

^le./j". 


90 


ADDRESS 


z 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CEffTlFY  that  I attended  deceased  during  last 

illness,  fronr.*?^^^^* ...<?^ 190 to Z>^F.^ -..././. 190  ^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary : 


.(duration)..?^ DAYS 


Contributory:  ....C^ 

(duration) . 

M 

iress) . . . . 


(Signed). 


M.D. 


190 (Adc 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  <r  -? Dfl.  — jZ  JJ  How  long  at 

Usual  Residence . ». .Place  of  Death 7./ Days 

*U~>Lr 


Where  was  disease  contracted,  ^ ^ 


If  not  at  place  of  death?. 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery, 


V 


I 


COMMONWEALTH  OF  MASSACHUSETTS  }i  / 

- - /T 


FULL  NAME 

Place 
Death 


RETURN  OF  A DEATH 

Q.  'J?k  .'?..  R e 2 i 


{CITY  OK  TOWN.) 

Registered  No. 


°!  1 g..g*zxiz^^ .:. Dp*^f  S ...<^.^./.d. .go  ^ 


Residence  Age. 


S~S~ 


..years.. 


.months Jw...  days 


STATISTICAL  DETAILS 


SEX 

COLOR 

SINGLE,  MARRIED,  A 

Ptrtzzz 

WIDOWED,  OR  /f^  ^ r 

DIVORCED 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


77^ 


t .rSt-cr 


BIRTHPLACE 
OF  FATHERt 


Z- 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


Cc  47 


UNDERTAKER 

<?  /£_  / j Cl 


DATE  OF  BURIAL 

/\ 


ADDRESS 

[{ /It^c. 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from ../Qz*$r.  :...$. l9(Tp’...to  ..^O«u^.L,...'C>3 190 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 
Primary: 


Contributory: 


.(duration). 


y 


. (duration) DAYS 


. ./ Z~l  9 0.^..(Addresg4....^7>RTr?7T444^^4^.^.<^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t Stite  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[3-’06  37- LM.] 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death,  '/....^ 

([  fiJjt'v  . ' ofo&j. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


At. 


'/ 


A 


(Single,  Married,  Widownd  or 


Sex, . 2 H'oPN ...Color, . QpffJN. : ....Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  Years,  /O  Months,  / Dayj/.  Occupation.  / 

Residence, 

Place  of  Death, 


Ward, 

- 


(Statq 


Place  of  Birth, (Q  Date  of  Birth, 

Name  and  Birthplace  l <Zetf/sJU.Tr. 

of  Father,  i ^ / 

Maiden  Name  and  ) U2.t.  . 

Birthplace  of  Mother,  ) 

Place  of  Interment, %?Z. 


i and  day.) 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

3 I fi 190 


*7W1T  l ..  A H ^ years 


I hereby  certify  that  I attended  deceased  from.  / 190)  , to  ^L<-  / 3 


190  that  I last  saw ...  ...T^Wvo. 

died  on  the...  /3 


alive  on  the J....Nt day  of  ..  h&isCr.  190 

day  of.  

.190  1,  about  J ~2"~N.o’ clock 
L / 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and l belief,  the  cause  of.  death 

JNh^cJU^  £./4 


that 


Disease 


1 


Chief  cause, . 


Contributing  cause, 


Chief  Cause, 


Duration 


f 

Contributing  cause, 


M.D. 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


- 1 


[S-*06  37-LM.] 


Permit  No. 


RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


0/  Death'  ^ irJ 6 ^ 


KA-- 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex 


, Color, Condi  lion, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Yf2/  Years,  y Months, (NMIays.  Occupation, 

f / N ’ / 

/r>.  '~^2lL/tZAL£^. Ward, 


Residence / 


Place  of  Death,  . . J^-pIa£nJ... 

. / 7 (Slate  year,  month  and  day.) 

Place  of  Birth,. .f-f.  r Date  of  Birth, . 

Name  and  Birthplace  i vi 9 ll ytrA  >a 


of  Father,  i QN.  , 7 ^ v 

Maiden  Name  and  | IjiMN-. Mw  7/  Q, 

Birthplace  of  Mother,  ) a j (y  ^ Mf7  / 

/ <C~)  S? 


Place  of  Interment,. 


k.if~ ^triNOfL' r 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/rfrtA,.,  f fPFFr. ,/Z 190 

Name  and  Age]^  ^ - y^lj 


of  Deceased,  > .(^rr.. .<....:.  -<srrr...r.r.- — Age,. 

I hereby  certify  that  I attended  deceased  from /C: 190ff  , to 


years. 


190/ , that  I last  saw f'PAr^r. alive  on  the Sa. day  of 


o&I* — <£_> 


190 


/ 

that..c>ll^ 1L. died  on  the. 


day  of e>^f~Ar-r-. 19 Of?,  about  &?...o’< 


Of! 

clock 


AtM.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of WWrrr:. death 

was  as  follows : 

j Chief  cause, 


Disease 


Contributing  cause 


f Chief  Cause, 

Duration 

Contributing 


^ iff. 

A 

lU 


cause, 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.  D. 


r 


■ 

C*  n 


[3-’06  37- LM.] 


(Qaa  fCcUx 

Permit  No 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


ate  of  Deaths 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex,  ' 2Klal&, ..Color, . WNfAlX 


.Condition,  ....X/Jm  /TNPfJl..:... 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  ^Divorced.) 


Age,  Years,  g " — . Month  sf  - Dasjs.  Occupation, .. 

Residence,* ..../..  f.  Iff Ward, 

Place  of  Death,  / 

Place  of  Birth, 


Name  and  Birthplace  ) 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 


Date  of  Birth,. 

& 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

, ~f~ ' Ssstm /Ike.  , / C 190?... 

"TncZlT  } , ,l?e.  {£ years. 

I hereby  certify  that  I attended  deceased  from ...  ./fQr*^r...-. /..N.  190^7  , to.  AQ— -e-  , /A 

lOCT^jbhat  I last  saw alive  on  the /.<XZ. day  of 190  , 

that "^r„  g. died  onthe /X>  r. day  of 190^about  ../ f o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : 

Disease 


f Chief  cause, 

to  < 


| Contributing  cause,  S^ 

f Chief  Cause, 0. 

Duration  , , 

Contributing  cause,  / 

•If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


6^ 


...  M.  D. 


«S£§Zi.r:  i 


I 


, 

V, 

i 


Xj 


[4-’07-37-CM.] 


Permit  jYo. 


Name  in  fall, 


RETURN  OF  DEATH. 


BOSTON,  MAS! 


Dt^e  of  Deatli 

uJLljDu. t'x  U-vu  vfieiAfo*. 


190 


Sex, . (OYfl/yi/UxJIjN.. Color, 


(If  married^Qr  divprced  woman  give  maiden  name,  also  name  of  husband.) 

f 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Condition,  ' J if  am  UN 


m iuuiuu,  eiu.; 

Age,  Years,  2 Months,  \3  Days.  Occupation, 


(Single,  Married,  Widowed  or 
Divorced.) 


Poesidence,* . 

Place  of  Death, 

Place  of  Birth, ..  ./{jQ  (PLAYaA. 

Name  and  Birthplace  I v -/ 
of  Father,  I 

Maiden  Marne  and  ) ^ 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

LA....Z 


^ ^ i sp  B&sfdri, 190 

Pa  / W><.  Age,  32  years. 

I hereby  certify  that  I attended  deceased  from 790  , to 

190  , that  I last  saw alive  on  the day  of 

that died  on  the day  of  190  , about 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 


A, 


190  , 
o’clock 
death 


M.D. 


[3-’06  3T-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


(If  married  or^divorced  wjjman  give  maiden  name,  also  name  of  husband.) 


Sex,  QsfA- 


Color, CfC.Lli.. Condition, . 


(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Age,. /a  Years,  M onth  s,  r - ..  Days.  Occupation, 

Residence,  * ^ Ward, 

Place  of  Death,  / O O ..Jo/u^AL.  RJtJJPj. 

1 r " (Stat^  year,  month  and  day.) 

Place  of  Kirth,^:.fy/.£dDr..  \ Pate  of  Birth,.. 

Name  and  Birthplace  ) ^ ^kC^.£/ZdAd.A ZCM./. ../... .... 

of  Father,  ) CA  /Q  JJ  / 1/  f A / / / f 

Maiden  Name  and  ) J/%  A/tCf /.S'...  NX.  Af/w?/.  :1'1.  w/fl.  /V 

Birthplace  of  Mother,  \ 

Place  of  Interment, r 


PHYSICIAN  S CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Semn, 190.0..., 

Name  and  Age  ) P"*  f ' ' C . / / 

Of  Deceased,  f Age,.  A A years. 

I hereby  certify  that  I attended  deceased  from.^sg/i&^Cl* 190  ^ , to  ..dL,.J..Z 

.../..N~.. day  of.  190  f. 


1907,  that  I last  saw alive  on  the  . 


that 


died  on  the /Af... 


7 

day  of.  AU ...190  f,  about  AC  A ° ..o’clock 

-A 

A.M.,  1 ’•  M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  'NN  death 

was  as  follows : , / / 

( Chief  cause, fA^..AjL^. . 

Disease  \ ^ yA?  V * — , 

I P.  rrn.i-ri.hu, r.nu.RP.  ^v-v. 


Duration 


J 


Chief  Cause,  ... 


Contributing  cause, /.../  A?  i 


•If  an  institution,  state  how  long  an  Inmate  and  previous  residence 


...  M.  D. 


6,21 


^ s' 


- 


[4-’07-37-LM.] 


<ro  i 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


-O 


Name  in  full, 


N\ 


Sex 


Date  of  Death, I *-^0  C&3  190/. 

CfcUzJhs. 

dH r.fpAo^d' 

(If  married  or  divorced  woman  give  maiden  name,  a ^\&mc  of  husband.) 

dd  <^Csbn^sxj^_. 


, Color, d.hffUMi^ 


Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Age,  yf//.. Years,  / Months,  C~N-  Days.  Occupation, 

Residence,  * (A  iX*  (llsl/  P ddfAANN. Ward, (..NNu. 

Place  of  Death, / & "fOAj  UNtfXx u£Jf>. d?  CdfXX  . 

f7  (State  year,  month  and  day.) 

Place  of  Birth,...(<~N  f jQANh  )fMq^<teDate  of  Birth,.  ‘TVlUyj 


Name  and  Birthplace 
of  Father, 
Maiden  Name  and 
Birthplace  of  Mother 


WCLAjO.JI/ 


mrtnpiace  oj  jviovner,  j ^ J / c_ 

Place  of  Interment, dr d /XdN.QNAf.. 


'ot  is'iNNif  o. . . weLtnf.  dh. 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, . . <o!L]£ 190/.. 


Kame  and  Aie  } Scc^cJU  ^ c K Ate 


of  Deceased,  ) Mi-x  <rvwv>  ^ w years. 

I hereby  cei'tify  that  / mddunrfujti  litwmsufl  f\  iim*  11  • * : 1 "t&O  'rpto  --- ..  ...  t 

fLQ_,  *hol  T e"11'  ~f*‘~"  — r rl  n,y  nf  — — — 100- 


that.. 


dried  cn  the 


4A!r<N  iTny  of  AjG_  U, 19  fa  about  Vt,  fru&tv&te 


> . 

A.M.,  4X&SNM.,  and  that,  to  the  best  of  my 'knowledge  and  belief,  the  cause  of  IaJL/'N  death 
was  as  follows: 

( Chief  cause, Vv  c*Xcvr*  oJU  ^ ca^xa^slJB>-=»  { O^LdL  (A^JL  .j 

1 disease  \ 

( Contributing  cause, 
j Chief  Cause, 


Duration 


l 


Contributing  cause, 


M.D. 

•If  an  Institution,  state  how  long  an  inmate  anil  previous  residence.  \J  • h t ()  g . 

/m_dL  . J^jfcfcK  Uk 


ALL  NAMES  TO  BE  IN  FULL 


SEX  COLOR 


COMMONWEALTH  OF  MASSACHUSETTS 


j £ 


( CITY  OR  TOWlf.) 


RETURN  OF  A DEATH 

__  _ r Registered  No. 

r,r  I ^JtSi^L ,90^ 

Residence  /•• ....!. f^".'. Age .yd^^.....ysats /..S months — — - ' ..  days  j 


FULL  NAME 

Place 
Death 


STATISTICAL  DETAILS 


9tNL.CE,  MARRIED, 
WIDOWED,  OR 
DLVeftCED 


MAIDEN  NAMEt 

HU8“KD’8  MA“"  /Aa£3 


BIRTHPLACE* 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


DATE  OF  BURIAL 

0 IB 


190  . 


ADDRESS 


C 


7 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  thjp  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


..^190.:. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death 7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  ‘‘Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
f In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

UH  • L-i  ' • 

RETURN  OF  A DEATH  (city  or  town.) 

FULL  NAME ^argueri t.e.„V. H,... Ryder Registered  no..  ...  5 

Death  * f 3..T  ark.et...S.t-..,....I<y.riri Deaths  Jan.  1,  l90 

STATISTICAL  DETAILS 

PHYSICIAN'S  CERTIFICATE 

SEX  COLOR  SINGLE,  MARRIED, 

P WIDOWED,  OR  T,r 

1 * DIVORCED  J 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last 

illness,  from 190 to 190  .... , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary  Proftaftly  heart  disease 

MAIDEN  NAMEt 

Harding 

HUSBAND’S  NAME  t 

Elisha 

BIRTHPLACE* 

Chatham  JJass. 

NAME  OF 
FATHER 

EliRh.q  T'Prcilr’g- 

Contributory : 

BIRTHPLACE 
OF  FATHER* 

I..  as  s . 

(Signed). J Med  Exam  M D 

MAIDEN  NAME 
OF  MOTHER 

Patience  Hard  ring 

Lynn 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted,  , 

If  not  at  place  of  death? 1 . 

BIRTHPLACE 
OF  MOTHER* 

Pass  . 

OCCUPATION 

. / ^ 

INFORMANT  § 

F eft  . 5 . mr$ 

Clerk 

PLACE  OF  BURIAL  OR  REMOVAL  II 

WirthroD  Cem.  Wir 

DATE  OF  BURIAL 

'■■thr-o-n iso 

* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  j also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 

UNDERTAKER 

J.  D.  Dennis 

ADDRESS 

Lynn 

ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

/ r 


RETURN  OF  A DEATH  ( CITY  OR  TOWN.) 

FULL  NAME yj &.X..$r^L Registered  No 


Place 

Death 


/<  *c 

Residence  Age 


.£LS 


Date  of 
Death 


..years. 


l . ../"  * 

3 


190  <P 

months X?- days 


STATISTICAL  DETAILS 

SEX- 

COLOR 

SINGLE,  MARRIED^  */  . 

WIDOWED,  OR  7 - ' 

DIVORCED 

MAIDEN  NAME. 

HUSBAND’S  NAMEt  ^ ,3 

birthplace! 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER! 

/??  4^ 

MAIDEN  NAME 
OF  MOTHER 

/7 

BIRTHPLACE 
OF  MOTHER! 

'I 



OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 

/ <r  ^ fl 


UNDERTAKER 


DATE  OF  BURIAL 


.^^±^y.Ti9o..7. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from../ 5.9.'.$ 190 to  2-. 190$!.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(duration) 


pa,, 


Contributory: 


(duration). 

(Signed) Q^ikdlJ/.. -M.D. 

,L.  v 1 ..I90S-.  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[4-’07-37-LM .] 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


Name  in  fall, 


A 


Date  of  Deajtli 


190 


y. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, (ffTZ/M/u 'idUy Color, Condition, 

(White,  Black,  Mixed,  Chinese, 

Iudian,etc0 

Age,/NNr.:.  Y ears,  N ^Months,  N' ..  Days.  Occupation, 


(Single,  Married,  Widowed  or 
Divorced.) 


Residence,  * Ward, 

Place  of  Death, 

Place  of  Birth, ^ / 72. 0A2dJlUA  Pate  of  Birth,  <z  1 

Marne  and  Birthplace  I pSy.'.  CDiW  rrr...  ... 

Maiden  Marne  and  ) _ — 

Birthplace  of  Mother,  ) (s  \ fl\  / f 

Place  of  Interment, aaI.C/ia/.-. 


o 


PHYSICIAN’S  CERTIFICATE  OF  THE  d^USE  OF  DEATH. 

° Detsion , .^r. — -7U -2  ^ 190 


*7W1T \ XMi 

I hereby  certify  that  I attended  deceased -franc  f>  A.  ,/#/vv  Z_ . 7 9 0 ? , 


years. 


to. 


190  , that  I fcC5t~'s aw fv. 

t 3^r  p *~ 

that.  N died  anrtbe  day^of. 


/^V- alive  on  the L day  of  190  , 

f\.X  19 tff , about  o’clock 

/ 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge* and  belief,  the  cause  of 
was  as  follows : Of  " / 

j Chief  cause, 


death 


ijtWvv  , ^’Vr<JrVVrrv 


Disease 


| Contributing  cause, 


If 


f Chief  Cause, 

Duration 

Contributing  cause,  v k 


i ) 

. / \ 


tA 


'V. 

. 


rv 


• If  an  Institution,  state  liow  long  an  Inmate  and  previous  residence. 


vO. 

M.I>. 


21 


r 


! 


- 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


(CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

FULL  Registered  No. 

p,ace ,? i .// - f<. ? <•=* r,r i ,9o 6 


Death  1 


Residence  /..V ! Age—.^^S^. 


..years.. 


^2  /O' 

.TTTTttV.... months f. f.. days 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


nn 


-'•''I C 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


fas  Ca- 


UNDERTAKER 


d rt/Zc 


DATE  OF  BURIAL 


eSZ. 1 90  V 


ADDRESS 


t/W  C. 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  decease^  during  last 
illness,  from h^C,...3^P 190  ^..to  ys  .t/.. 190..$^., 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(duration)....^. DAYS 


(Signed) . / M.D. 

!l  ^ 190.^  (Address) 


(duration  )...<TCtr' days 

M. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


9 

✓ z.  — / v & Y> 


[4 -’07-37- CM.] 


.'  r 


Permit  No. 

RETURN  OF  DEATH. 

BetSION,  MASS. 


Name  in  full, 


Date  of  Death,. 

r 


ICkUAJ...... 


f "190  f. 


/> 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, 


Age,<^..b ....  Years, 


C 


L 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Condition, ^2AnZAAA£j>C) 


(Single,  Married,  Widowed  or 
Divorced.) 


Months,  ...U ...  Days.  Occupation, 


Residence f 


Place  of 

Place  of  Birth,... f 

Name  and  Birthplace 


Death,  36  Z2 


of  Father,  ) 

Maiden  Name  and 

3 


Birthplace  of  Mother 

Place  of  Interment, 


Ward, 


CllJLfMANpO..  Bate  of  Birth, 


(State  year,  month  and  day.) 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

10  190? 

Age,  H.  years. 


Name  and  Age  ) il)  (j  ' 
of  Deceased , f 


190~j  , to  ^jfoy\.  $. 

290$,  that  I last  saw  alive  on  the $ day  of A 290  ft 


I hereby  certify  that  I attended  deceased  from 

f /'N 


that 


Au 


....died  on  the 


^ day  of  Jj'''* — 190^,  about  ^2  o’clock 

4 


A.M.,  or  F.M.,  and  that,  to  the  best  of  my  knowledge  rind  belief,  the  cause  of 


death 


was  as  follows: 


{ Chief  cause, 

Disease 

( Contributing  cause, 


P 


f Chief  Cause, 

Duration  , \j 

Contributing  cause, 


c 


M.D. 


* If  an  Institution,  state  how  long  an  inmate  and  )irevious  residence. 


[4’07-37-LM.] 


Permit  Mo. 

RETURN  OF  DEATH. 


Age,  S O Years,  / / Months,. ..>3 Days. 

Residence,  * Ware 

Place  of  Death ,\ 

Place  of  Birth^.C^/idgl  ^ ' Date  of  Mrtht.A.^.^^....^^^....C 


year,  month  and  dpy.) 


Name 


and  Birthplace  ) 
of  Father,  i 


Maiden  Name  and 
Birthplace  of  Mother 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,. ff.r. 1 90  ^ 


Name  and  Age  } 
of  Deceased,  f 


a. ....$£ years. 


A 


7 hereby  certify  that  I attended  deceased  from  /.....-. 790  , to../a.«..~....-.....?...\ 

C/  ^ / 

i£0  , I last  saw..  .alive  on  the ^...s^ day  of - 190/ , 

v .y  y 

died  on  the day  of .A-.w.<...s /. ^ about .'... o’clock 

J i 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of T^C*-.x^. death 

was  as  follows: 

( Chief  cause, > . % — JL *^s?L  rf.T.  : 

Disease  { ' _ 


Duration 


( Contributing  cause, 

f Chief  Cause, / 

r*  /iw  ^ 


( Contributing 


cause, 


?=r^S»^r.7rrt  C c„. 


2,  /£ 


* If  an  Institution,  state  how  long  an  Inmate  ami  previous  residence. 


uriT^-i 


NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

K . . . . . 

Residence  f.5; '■ Age. 


lo 


{CITY  OR  TOWN.) 


Place  of 
Death 


..years.. 


/ L- 


.months .Vrrrrrr. . . .days 


STATISTICAL  RETAILS 

SEX 

COLOR 

l \rU<X^ 

SINGLE,  MARRIED, 
WIDOWED,  OR  . 

DIVORCED  lXS 

MAIDEN  NAME  t 

HUSBAND’S  NAMEt  //  / rf..  / ? , 

BIRTH  PLACE  f 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHERt 

MAIDEN  NAME 
OF  MOTHER 

/^7 

BIRTHPLACE 
OF  MOTHER  t 

(y 

— — 

OCCUPATION 


INFORMANT  § 


a t 


PLACE  OF  BURIAL  OR  REMOVAL  II 

t-O  lP^V«^>v.  / 


UNDERTAKER 


<?.  /?./3 


DATE  OF  BURIAL 


M i± :vJL 


ADDRESS 


w 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attendecj  deceased  during  last 

illness,  from 190  C..to  I90.&.., 

that  to  the  bestWf  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


Contributory:  ^ 


( D 0RAtKw!!1?^V.  . . . t.^DAYS 


-v—,- Jf ■ (pU-BATlON) DAY8 

(Signed) ..fj M.D. 

.(.£) l90..C(Address 


SPECIAL  INFORMATION  only  for  Hospitals,  Instltul/ons,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


L 


A 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 
Ffr>irtTorj,  - 

y 


Name  in  full, 


Sex, .... 


190. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


.Color, cP  Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 


(Single,  Married,  Widowed  or 
Duorced.) 


(State  year,  month  and  day.) 


Age,  .c-'fTT  Years,  Months,  Days.  Occupation, 

Residence,* . Jld~  Ward, 

Place  of  Death, l< 

Place  of  Birth, ^5 . Date  of  Birth. 

Name  and  Birthplace  | 

j/7/7  S 

y 

Place  of  Interment, 


of  Father,  ) * yf//  n * / 

Maiden  Name  and  ) 

Birthplace  of  Mother,  ) , , fg  ^rV  P / -4 


4<^ 


Undertaker. 

PHYSICIAN’S  CERTIFICATE  QF  THE  CAUSE  OF  DEATH. 

Ur>  /..#  190  S'... 

Name  and  Age)  'T ^ 
of  Deceased,  > • ^ / 


I hereby  certify  that  I attended  deceased  from  7 7 O (o 

' 

/ * 

19  O&f  that  I last  saw  y pPrry-'  alive  on  the  /.<* 
that.  ' died  on  the  J...Q.. day  of  A 


Age, 

.190  , to 

A 

day  of  . 

190y,  about 


years. 


A.M.,  or  P.M.,  and,  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : 


U 


190 gS 
o’clock 
. death 


Diseat 


J (J  L l/Ls  lAs  O • ^ | 4 / a 

Chief  cause, c~,  j ^ j 


| Contributing  cause, 

Chief  Cause,  rP 


Duration 


I 

( Contributing  cause, 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.D. 


COMMONWEALTH  OF  MASSACHUSETTS 


Death 

Residence 


Date  of 
Death  J 


% 


^<*-««** 


years.. 


.months. . 


RETURN  OF  A DEATH  (CITY  OR  TOIlfT.) 

FULL  NAME Registered  No. 

"laceo" 

i'2>  ShsA.  V-A.  Age. 


-190  j? 

days 


STATISTICAL  RETAILS 

SEX 

COLOR 

ur^k 

SINGLE,  MARRIED, 

WIDOWED,  OR  , 

DIVORCED  }yiCes\A-<jL.  i 

MAIDEN  NAMEt 



HUSBAND’S  NAME  t 

BIRTHPLACE? 

NAME  OF  ~' 

FATHER 

BIRTHPLACE 

OF  FATHER?  y 

(fa  y*- 

MAIDEN  NAME 
OF  MOTHER 

^ — 

BIRTHPLACE 
OF  MOTHER? 

— 

OCCUPATION 

, h 

INFORMANT  5 

PLACE  OF  BURIAL  OR  REMOVAL  11 

DATE  OF  BURIAL 

..yy..a:.i.y . 

UNDERTAKER 

ADDRESS 

PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  thafc  I aUoiwteil^octased  el  wring,1  I Mi 
illness,  from — to — , „ taa , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 

• 

Contributory : 


.(duration) DAYS 


(duration) DAYS 


(Signed) 

...  ;3^^wV^..I90>C(Address) 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

? State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[3-’06  37-LM.] 


' /■ 


Permit  JV'o. 

RETURN  OF  DEATH. 

/a  BCXSTOjN,  MASS. 


Name  in  fall, 


// 


Pate  of  Death, . \ 'V  2A  # 1 

Cl  ft  U s , Pf  J&iL/'  ; (/ 

" :;.. {..N&..eJk/iPh/lZ.. 


Sex,  S 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

:■  T a r>  < 


Color, .. 


Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  (Jj2.  Years,  'VJ Months, /2  Days.  Occupation, 

r-A  > r 


^ f ^ i (»  (mate  j j moiitli  and  day.) 

Place  of  Birt hf2]2AAli.LCPldAL. (fAl/.r.LA£g^. . . AfufiML  Pate  of  BirthJJ^rN.. !C  ".  /.£'2l2. 


Name 


and  Birthplace  ) .^22:Lrc&py...2$  > ~ 


AYtJJN 


, . ^ 

of  Father,  ) ^ g 7 

< nGU£L'  .;G  , NJ  U/iCDWu.  =" '' 


Maiden  Name  and  [ J LIAS  k 
Birthplace  of  Mother,  ) ySA>N  ^ 

Place  of  Inter ment,fAZCt. UN2/....  N.ST Li  .<  2- 


=fkeJ.. 

f.MHddA/y.. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


cjAcf 


Name  and 
of  Deceased 


Btetsizmy 


VH. 


AJtL 


f } 6L  /fydiA*. .1. Age,..J....S 


loot  . 

years. 


I hereby  certify  that  I attended  deceased  fvom ..gVc, ::C.\^sA..f....l  90ff  , -to- 

B90  , that  I last  saw iiw alive  on  the day  of L-e^v*'V<*^  190 ftf 

that died  on  the day  of 190  f,  about ...  ~f. o’clock 


A.M.,  or  BrM.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  lyy/yf....  death 

was  as  follows : A D> 


j Chief  cause, 

| Contributing  cause,  

2.  PPlrtVNr^Y.. 


Duration 


j Chief  Cause, 


Contributing 


cause, 


'N 


‘If  an  institution,  state  how  long  an  inmate  and  previous  residence 


l. ■K/ff—  ^ Uve 

if...... M.  I). 

/A t f~ 


ft,2l 


' / y , 


COMMONWEALTH  OF  MASSACHUSETTS. 


C!TY  OF 

BOSTON. 


RETURN  OF  A DEATH-1906. 

FULL  NAME £ .? . . . A 0 0 0 ' t .t Registered  No. 853 


Place 
and  R 


of  Death  ^ Boston  Mass  Charitable  Eye  & Ear  Infirmary 

tesidence  ) 


Tan  P 7 

Date  of  Death 1908. 


Age 


62 


years . 


. months t-S: days. 


STATISTICAL  DETAILS. 


PHYSICIANS  CERTIFICATE. 


SEX 


COLOR 


M 


W 


SINGLE,  MARRIED,  WID.,  DIV. 

M 


Maiden  Name 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 

from 1908,  to 1908, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


..If.epto-.meni 

36  ...hr.srt..... 


Maiden  Name 
of  Mother. 

Birthplace 
of  Mother.. 


Occupation. 

Informant... 


Martha 

Unknown 

Barber 


(CD°u"  tib)Utory : } Ac.u.t.a-Q.ti.t.i.s...i3iedla .with. 


.Maa.t.o.idi.ti.a 2..mo3.t 

(signed) ,T....J...Shannahan m.d. 

..J.an...2fii 1908 


Place  of  BuriaWinthrop  Cem  Mass 

or  removal 


Undertaker 


C R Bennison 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Usual  R e s i d e n c e .^. ?. . . . .?.y.P. i ^. .? . . . A Y. PP. 

Filed  Jan. .3.^ 1908 


A true  copy. 
Attest : 


Registrar. 


/ 


[4-’07-37-fiM.] 


Name  in  fall, 


/ r 

Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

g Date  jjf  Death,.fN^f*Bilc.L-...  Ns  7i 




190$.. 


Sex, .. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

'Cr  U.nn  fl.H-i.fYin 


Color,  .../  *'  1 $;  *- - c Condition, 


(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  S?  7..  Years,  ~N~„  Months,.. uru.. Days.  Occupation, 

Residence,  * ../df....&<^^Car^3n. Ward, 

Place  of  Death,  lef 


(Single,  Married,  Widowed  or 
Divorced.) 





(State  year,  mouth  and  day.) 


Place  of  Birth,. 

Name  and  Birthplace 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment, 


Date  of  Birth, 


/?n <■('/' 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Jfame  and  Age ) \(?  jCju^r 

of  Deceased,  > ^ ^ 


Bmtrmrl ^ 190* 


^ ^ x/  n C 

I hereby  certify  that  I attended  deceased  from  </o J90tfi 


190\  that  I last  saw 


that. 


Ac. 


alive  on  the 
A 


day  of. 


....died  on  the  NO day  of 


Aye,  v>  9 years. 

to. 


190 ^ggabout  / f 

I.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  chid,  belief,  the  cause  of  death 

was  as  follows: 

( Chief  cause, >-  CXav. 

Disease  ' 


Duration 


| Contributing  cause,  df  Sf 

j Chief  Cause,  <b 


I Contributing  cause. 


•If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


M.D. 


iitfflto  -i 


V 


COMMONWEALTH  OF  MASSACHUSETTS. 


CITY  OF 

RETURN  OF  A DEATH-1908,  BOSTON. 

FULL  NAM  E Alex.0^^...aiXlis Registered  no 1062 

TndVidL'nt } fiasi-oa Relief. ..Station 

Date  of  Death J!&b..„X 1908,  Age 55 ....  years  ...S'- months i-days. 


STATISTICAL  DETAILS. 


SEX 


COLOR 


SINGLE.  MARRIED,  WID.,  DIV. 


■Jl. 


Maiden  Name. 


Husband's  Name /i' "ffi* 

h/fer.r!. 


. 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 

from 1908,  to 1908, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Prim 
(dura? 


•B'Ca-Ml 

CON' 

as 


Birthplace P - E { 

Name  of  „ . _ _ . \ 

Father 

Birthplace 

of  Father ScO-t-land 


Maiden  Name 
of  Mother 


.Jes.si.ca...  EcKenzi-e- 


Birthplace 

of  Mother SC.O.tlaJld.. 


Occupation. 
Informant ... 


• Real.. -Estate 


r!a?eem°ofvaiJr,al  Mt  Auburn.  Cambridge  Mass.. 


Undertaker . .. 


W J . St  okes 


PHYSICIAN  S CERTIFICATE. 


Oedema  of  the  brain  and 
lungs  Hemorrhage  and  shock 


to  crush  of  thigh  & leg 

.jAj 

Contributory  :|Run  over  by  a caravan 

(Duration)  j 


(Signed) ,?.J....MK£.atk M.D. 

Se.liio? 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Winthrop  Mass  — 


Usual  Residence 


Filed 


A true  copy. 
Attest : 


Feb  5 


1908. 


Registrar. 


Permit  JVo. 

RETURN  OF  DEATH. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

C ^ 1 * re  / \ A / 


Sex, . JMMJPm.. Color, 

Age,  . Years,  3 Months, $l.....  Bays.  Occupation, 

_ . . )J\  ^ '-+4 — . / Ml  a „ , , , . 


Condition,  jf.f..C, flcMDAIYMDi. 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Piesideiice, 


(State  year,  mouth  and  day.) 


Place  of  Interment, NruCfPl . Md-  Pt 


-/  CCA0'7\^  Ward, 

Place  of  Death, . . .^J../d.PN..J... . 

Place  of  Birth,  Z1..1.C.A.. ' Bate  of  Birth,  ..Lf2d^ ^ 

Name  and  Birthplace  ) ..  /;  f 

of  Father,  ).  /ff  / 

Maiden  Name  and  ) /JmYAACA-Su 

Birthplace  of  Mother,  ) r_^v  f ( A 

L N/A^  -ny,  UA  UA^Y. 

^Tlndertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE^  CAUSE  OF  DEATH. 

^)y  'NIB.  M ^ Boston,.  C^Jr  -..fV... 190  <FZ 

Of  Deceased,  ) Age,  years. 

I hereby  certify  that  I attended  deceased  from..  <s 7 907 , to  . (/Ml, 

190  , that  I last  saw Y^r+rtr. r^irr^. alive  on  the day  - 190$f 

that.  ...died  on  the ^ day  of  c/feN^-' 77  >0  about  o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : 

j Chief  cause,  ..> 

| Contributing  cause, 

J Chief  Cause, 

Contributing  cause, 

. M.  D. 


9 * 


Disease 


Duration 


• If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


c 


l 


l 


" 9 


* ..  -J " f 


nr>j  hi  ia  ox  sawvR  nv 


COMMONWEALTH  OF  MASSACHUSETTS 


_ RETURN  OF  A DEATH 

FULL  NAME".  Z . . . "Z^.r.tr. <r^*y*r  Registered  No 

Place  of  Death  * ' - j j 

r:^A yZ^-  Age 4>'/ years...— 


Date  of  Death  ... 


months days 


STATISTICAL  DETAILS 


SEX  COLOR  , 


_Stt*GteS7  MARRIED, 

tiinnwrfi,  rm 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE  r- 


NAME  OF 


MAIDEN  NAME 


BIRTHPLACE 
OF  MOTHER  % 


-*  ft. 


PATION  / ^ 

t JS,  o , ^ V Z l , 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  . i9or  to  ...,^\ ...tAAr...^r..  190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


(duration).^ DAYS 


Contributory: 


0vCa..'Ka  N (^Ll](aA.( 


DURATION/ XT»TrY....DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  How  long  at 

Usual  Residence Place  of  Death? Day* 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


.190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

State  or  country;  also  city,  town  or  county,  if  known. 

'(§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


/,3 

V. ~ 

UlT t 
/ *- . 


[4-’07-37-LM.] 


r r 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


j Date  of  Jj&ath,... 


190 


/a 


Sex, (L 


(If  married  or-33vorced  woman  give  maiden  name,  also  name  of  husband.) 


Color, ^ Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Years,  / Month /,  Pays.  Occupation, 

Residence,* ^'^'LCiA  ^ Ward, 

Place  of  Death,  3 <57  S ItiD  '...  

. . (Stated-ear,  month  and  day.) 

Place  of  Birth,.  . J ~y/ldMNNN  Date  of  Birth,  ^Qt/PU./. ff./tf.P  $T 
Xante  and  Birthplace  J-  ..D^2mam  

Maiden  Xante  and  l /JjL.  yLDU  /*/ f yVif%  

Birthplace  of  Mother,  ) ~ ~ L ^ 

Place  of  Interment, Srxfj  .... 

c^/nza&C 

dertaker . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CA.USE  OF  DEATH. 

Jfn  tJti  i ^/o  B&dvti. 190 S 


Xante  and  Age  ) 
of  Deceased,  f 


190 
that...  A- 


Disease 


j Contributing 


I hereby  certify  that  I attended  deceased  front. 

^ that  I last  saw alive  on  the 

.died  on  the  7 day  of  f/y 


A.M.,  or-B~M.,  and  that,  to  the  best  of  nvy  knowledge  and  belief,  the  cause  of 
was  as  follows : 

j Chief  cause, 


cause, 


f Chief  Cause, ... 

Duration  . 

Contributing  cause, 


'iNUi  L 

A9- 


Cr< 


M.D. 


‘ I f an  institution,  slate  how  long  an  inmate  and  previous  residence. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A 


EATH 


lit. 


(CITY  OR  TOWN. 


FULL  NAME  No. 

r,;-  \ ..^a...^..^4^... •-■*- - 2^/2 

<£Z  ..months. 


/<  'K  <■«.*«■  -4  z2- 

Residence  Age (.... 


..years.. 


190 

months .“STS <..[. days 


/ 


STATISTICAL  DETAILS 


SINGLE,  MARRIED, 

WIDOWED,  OR  * y 

DIVORCED  <ZAsLc*<tA. 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


/ 7' ( z ‘ 


NAME  OF 
FATHER 


d*A 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOT  HE. 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


/ 


O 


INFORMANT  § 


fajZ  T c£~o~ 


PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

7^7 -C  “Jo  P 

190  ..... 

UNDERTAKER 

ADDRESS 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from ..t2uJ^*.../.kO. 190  .£..to ..  Zy.lt’. 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


. ,^=L (^JsJPrrT^^rlvILt. 


(DURATION) 2. ,---  DAYS 

Contributory: 

...^ (duration) DAYS 

(Signed) M.D. 

<^^^V^.O...I90^.(Address).//?^..4^P?i^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  fall, 


(AMUWU.. 

(If  married  or  divorced  woman  give  maiden  name,  a#so  n&fne  of  husband.) 


Sex, ( 'OfttNlAPillL F. Color, Condition 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ./..../...  Years, 


Residence,*  M - . f 

Place  of  Peadh,  /y  Ofcix  'CIMAs 


Months,  Pays.  Occupation, 

<?  7 Ward, 


Place 


of  Birth, ~~}/2d/.,£j. Pate  of  Birth, 


(State  year,  month  and  day.) 


Xante  and  Birthplace  ) 
of  Father,  ) 

Maiden  Xante  and 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


\l  (NlAPkfl&sb  

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH 

/MclNPuAf0  Boston,  ZZ 190  Mr: 

*7lZiT  1 ■ y3.  «W< Me, years. 

I hereby  certify  that  I attended  deceased  front  190 *7,  to  / ^ / 7 / 

190  ‘A  that  I last  saw ^XrXrr:. alive  on  the // day  of F yf 190  hr" 

that..^r*Arr.r.TT. died  on  the /£...  day  of I X:  190  about </.... o’clock 

A.M.,  or  IXMt,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of . death 

was  as  follows:  / _ ri 

j Chief  cause, . 


Pisease 


( Contributing  cause, 


f Chief  Cause, 

Paration 

( Contributing 


Z. 


j2 


■7- 


cause, 


M.  P. 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


<n£i|=2«2w..n 


[3-’06  37-LM.] 


' r 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON  MASS. 

ate  of  Deagfh 

CtoAJZJ. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

( 


.3. \llf.6  §* 


Sex, . ..<^tl^2/bOL2sN ...Color, 




(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


.Condition, 


(Single,  Married,  Widowed  or 
Divorced.) 


Years, 


Months,  Cv.  Days.  Occupation, 

Ul/V 


Age, .. 

Residence,  * 3^1^ Q.  >7 fYard/,' 

Place  of  Death,  ,...33z.Ip  £*/.  Q^.P:Pht£i'to- J 

~ l (State  year,  mouth  and  day.) 

Place  of  Birth, ,<fC^PU£^SLU/U.. Date  of  Birth, 

C(2i^£^ 


Name  and  Birthplace  ) 

Maiden  Name  and  \ 332dJ.&LAdA CJc , .SH?  . . . £kJ 

Birthplace  of  Mother,  ) 


Birthplace  of  Mot  Her,  ) . < //  /? 

Place  of  Interment, zz. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

^ 190^ 


BttsDm 


CfLZlT  \ ^ ^ h * ~ Age,  Z£ 


of  Deceased, 

I hereby  certify  that  I attended  deceased  from 


years. 


i day,  to^^^k3 


19C&-,  that  I last  saw /phNrr......  alive  on  the ?L. *. day  of Sffl.MCMN.P.  190j', 


that....l:.fLh- died  on  the. 


day  of ^yCytf^.....l9(hr--,  about . ^ n’ 


o’clock 


A.M.,  or  J\M-,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  ..death 

was  as  follows: 

{ Chief  cause, L/fL 

}/>  J 


../vLr.  Ct-. <, 


Disease 


Contributing  cause, 


a 


f Chief  Cause, 

Duration 

Contributing  cause, 


Tm 


/? 


M.D. 


♦If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


C 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF . A DEATH 


IX 


FULL  NAME 

Place  of 
Death  * 


(CITY  OR  T(fWN.) 

Registered  No. 


Residence 


J reliukin  Ur/  A Ut 

r)  c 'a "# ^ registered  no. 

I m^s_ DDa'”f } ha^.A I90^ 

^~Z>  At t / g /7 


Age 


.years.. 


/■ 


■ months-. 


r 


days 


STATISTICAL  DETAILS 


SEX  COLOR,  , 



MAIDEN  NAMEt 


BtHOLt,  MARRIED, 

lm  PvAu  i i-  r\  fhc  ' 

j vn 

|~|  n r n. 


HUSBAND’S  NAMEt 


BIRTHPLACE* 


}fy£l 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from....4^C\ l90^..to.^^^^..../.....i9o.^rT' 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  abop  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


father" 

BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME  / ,/f  I / 

OF  MOTHER  £ \ J/u^USlU 

BIRTHPLACE 
OF  MOTHER* 

OCCUPATION 

'INFORMANT  § 

Cf  (7^-c— -c— 9 l?hcnj 

place  of  burial  or  REMOVALI! 
/^^<>zc4AsZ£t- w C)pi- 


DATE  OF  BURIAL 

c 


/ 

(J>. 


190 


*... 


ADDRESS 


'}yi  czsdcdcn , ypi 


CuM' 


Contributory: 


.(duration) da 


T 


(Signed). 


"7^7 {}' (OURAT.O 

4%^#, 


ration) ...DAYS 

M.D. 


■■■■■’■■ ......  190—.. . (Address). 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years.. 


months days 


Where  was  disease  contracted, 
If  not  at  placo  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

[|  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


72. 



(CITY  OR  TOWN.) 


FULL  NAME .fc 

Place  of 
Death 


of) 

i*  ) 


Residence 


RETURN  OF  A DEATH 

Registered  No. 

°Deathf  l QhjUt^JU 

(XN/~£A^»Ay??«^rr: Ag  e.....uC<^. 


..years.. 


.months days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  -/ 

divorced  ^Co^U^i 


MAIDEN  NAME) 
HUSBAND’S  NAME  t 


Bl  RTH  PLACE  t , 


NAME  OF 
fathe" 

BIRTHPLACE 
OF  FATHER! 

MAIDEN  NAME 
OF  MOTHER 

a--*' 

BIRTHPLACE 
OF  MOTHER  t 

OCCUPATION 

.'  b-f. 

informant  5 

PLACE  OF  BURIAL  OR  REMOVALU 

/If?" 

! DATE  OF  BURIAL 

| 190  f ... 

UNDERTAKER 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  UllllllgHiist 

iHwees,  fiunr~. IQO  .:.'.  lu — 1907  ..., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  AAa.' 

JfM 

CK/v^JL.  . \\aaa3. rvw' 

Con 


M.D. 


7 


.190 (Address)  S 

Si . 

SPECIAL  INFORMATION  only  for  Hospitalsnnstltutlons,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  glvo  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ 


COMMONWEALTH  OF  MASSACHUSETTS. 

C!TY  OF 

RETURN  OF  A DEATH-1908.  BOSTON. 

full  name Willis... A...I)...Hadle.Y. .(..alias.. Will.i.ara) Registered  No .81.4.5 

Place  of  Death  \ Boston  South.  St at  ion . Ro om  290 

and  Residence  ) 

Date  of  Death 1908,  Age 4P years. -.3 months. i.? days. 


STATISTICAL  DETAILS. 


PHYSICIAN  S CERTIFICATE. 


SEX 

M 


COLOR 


W 


SINGLE,  MARRIED,  WID.,  DIV. 


HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 


..M. 


Maiden  Name 

Husband’s  Name- 


from 1908,  to 1908, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Birthplace 


r-T%'‘l9'0'3vI!' 

\ (EOWD 

HftrAfee.„.aadlex....:..J^“ 


Birthplace 
of  Father. . 


Hatural  causes , prot« 
He.ar.t...Dis.« (xm....au.t.Qp.sy) 


Contributory  : 
(Duration) 


Maiden  Name  ~ 

of  Mother Sus.aa...E... Blair 


ofrtMolhe? .Px.fijs.deaJfe. 

Occupation R...R..B.r.aj£.Giiiaii.. 


(Signed) M.  D. 


..liar. ...6 1908 


Informant. 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Place  of  Burial 
or  removal 


Undertaker . 


Wintiirop  "Winthrop  C 
Svunne.r ..  i’l  oyd 


sual  

Ma.r„.9 008 


Filed 


A true  copy. 
Attest : 


Registrar. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  ( CITY  OB  TO  1IN.) 

IMMivit  V ' Registered  • 

? } .^±.<T.*^=.  Meg&s^  r,r  | 190  0 


FULL  NAME 

Place  of 
Death 


Residence 


Age..  Z± ..years ,V^f months days 


3 


X 


STATISTICAL  DETAILS 


SEX- 


COLOR 


SINGLE,  MARRIED, 


WIDOWED,  OR  T— - 
DIVORCED 


A 


MAIDEN  NAME 


HUSBAND’S  NAME 


1 cfc<^c<-£. /( . StyCa 
/?-  ^ 


BIRTH  PLACE  f 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


MAIDEN 
OF  MOTH 


BIRTHPLACE 
OF  MOTHER* 


PHYSICIAN'S  CEBTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  Z&sZ...  (? 190 r.  to  ......  ..^ 19  o/L,  - 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

: L> . . . t-jx-NS/Sm  »■>  ,<  / 


Primary: 


a 


Contributory 


(DURATION).. ..S? DAYS 


riON).., 


(Signed). 


M.D. 


..190$^.  (Address  


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL 


- 1^*  ( 


DATE  OF  BURIAL 


190  . 


UNDERTAKER 


ADDRESS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


- 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  {CITY  OR  TOWN.) 

FULL  NAME Registered  No. 

noZ*  1 } Jh±fpy..  SO ,so 

Residence  IV.  Age years (A* 


9 


..months..  ^ .days 


STATISTICAL  LET  AILS 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  f 

-J'*-'*"'  *7  ' — 1 


DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  ___ — - — 

^ 

BIRTHPLACE*  yy  - 

'OC  tr.  «^o 

NAME  OF 

FATHER  f / y 

BIRTHR^XCE' 

OF  FATHER*  ^ y 

MAIDEN  NAME  - , . 

BIRTHPLACE  (S 

OF  MOTHER*  A 

£7 

OCCUPATION 


informant  5 


PLACE  OF  BURIAL  OR  REMOVAL  U 


UNDERTAKER 

& /f/ft 


DATE  OF  BURIAL 

Hi  W 'I  190(P 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from (+. 190 to  • ..//...  190.  iC. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


Contributory : 


(Signed) 

^^^•../.7^.I9oT.  (Address). 


. (duration) t 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

} State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


4i 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME -> 

p£'eth°f } ;jS.r?.  / vW_' ~ 


IT- 


(CITY  OR  TOWN.) 


Registered  No. 


{L ».  9 


Residence  .0. !/.. Age. 


2 


..years.. 


.months days 


STATISTICAL  DETAILS 


SE^ 


COLOR 


nj^CvJZ, 


SINGLE,  MARRIED, 

WIDOWED,  OR  a ^ S-/ 
DIVORCED  %U~Ty(Xcn^J 


Vt 


MAIDEN  NAMEt  < 

HUSBAND'S  NAME'  £)  ^j£.  I 


BIRTHPLACEt  . ✓-) 

-9u^c 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


e-esv' 


MAIDEN  NAME 
OF  MOTHER  , 
/-{  i 


WL 


BIRTHPLACE 
OF  MOTHER  t 


A 


OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


fat 


■fry  ///  „0b 


ADDRESS 


l/U 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended^  deceased  during  last 
illness,  from  . !9oX..to  aA*. 190  X., 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


2 J,7  i* 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years. months days 


Where  was  disease  contracted, 
If  not  at  place  of  death?. 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  onder  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


\ 

L 

•l 


f 


/ 


c$yjLy 


|4.’07-37-LM.J 


Permit  JVo. 


RETURN  OF  DEATH. 

BOSTON,  MASS. 

late  of  Death, 


t 190  Z 


Name  in  fall,  Mf 


Se, 


QL-L24-3...ffi  

(If  married  or  diyorcejjr  woman  gi4e  maiden  name,  also  name  of  husband.) 


Color,  fN/f'.f:  .CPlfML Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


. . inuum,  eic.j  xji 

,./...\3.  Years,  — Months,  ~~ Days.  Occupation,  ..NtMM  . / z.  -g 


(Single,  Married,  Widowed  or 
Divorced.) 


' Ward, 


Age 

Residence, 

Place  of  Death,  Ml 

Place  of  Birth,..  

Name  and  Birthplace  ) 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment,. 


(State  year,  month  and  day.) 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,..  T%&. k 190  y. 

^ 21  years. 

I hereby  certify  that  I attended  deceased  from 190&  , 0*%.  ^ l ^ . 

190 V,  that  I last  saw  alive  on  the  .•?. ..?:... day  of.  ^ 190%, 

that died  on  the  day  of  190%  , about  — — . ..o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

1 


Disease 


Duration  ^ 


Chief  cause, 

| Contributing  cause,  

' f VAJ — c 


Chief  Cause, 

| Contributing  cause, 


^cJLUuUl/'^ 


OUUO^ 


?r* 


M. 


* 

1 


fc>21 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


^ ; 

» i 


[3-’06  37-LM.] 


' r 


Permit  No. 

RETURN  OF  DEATH. 

'q  BOST0N,  MASS. 


Name  in  full, 


Sex, .. 


C"  Date  of  Death,  ~/D  f f / C*  /'y 

YLOdfJB \.Kzf...,  1 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Color, ..  ry£^j^ . ...Condition,  C2UmjJA.cC 

(Single,  Married,  Widowed  or 
Divorced.) 

'muz dio 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Age,  Ng.  Years,  ^ — Months,  .(JNrrrDays.  Occupation, . 

ZPPdAfo 


Residence,* ... 
Place  of  Death, 


Ward, 


(State  year,  month  and  day.) 


Place  of  Birth, J.Y.tDf.  Z.Tz ...  Date  of  Birth,. 

Name  and  Birthplace  ) IP  t J 


Name  and  Birthplace  ) / CcIUNlBZa  j.VA  i/..  f 

of  Father,  ) {~\  f r\  1 Nl  A Uff  r 

Maiden  Name  and  ) ...  '^LulAa.  .(1 MJ..  O lL "ZmUsJJKJ.  J 

Birthplace  of  Mother,  ) N/  N r~^\  / r / _ / 

„ nr  . , C.SCert-J)^  * / (C  hf  , I O . n f.  . . . (J 


J2)  Uri/fLfJUU/lsts  Uj  tJV±  Ubro&f  y J X / ^ / x . f ^ y 

Place  of  Interment, ... PtZ.CjPNAJ:.. ■mZr.jLJL^ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

; Boston, Z§Z 190  ^TY 

*opL“eas£e  1 .. Age,  . Jjy' years. 

I hereby  certify  that  I attended  deceased  from.  ..ZpJ.Pg^.. ]9()f7  , to J/ 

190 S',  that  I last  saw alive  on  the (£>.. day  of 190%7 

that CHrr~ died  onthe /Z day  of 190<ZfUbout  Z o 


A.M.pvr  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows : ^ 


’clock 

death 


Disease 


j Chief  cause, 

I 


Contributing  cause, 


C Chief  Cause, PPPlYArlr WPf.1P.Al. U..Jf. 

Duration 

I Contributing  cause, AWa.AAW.ACA-A  . Y,IYYAY~^ 

I 


M.  IX 


•If  an  institution,  state  how  long  an  inmate  and  previous  resilience. 


\ * 


Nc 


COMMONWEALTH  OF  MASSACHUSETTS 


ETURN  OF  A DEATH 


FULL  NAME. 4 


months days 


STATISTICAL  DETAILS 


SINGLE,  MARRIED, 
DlVOnOfeO- 


ir, ^ 


MAIDEN  NAMEt 


HUSBAND’S  NAME 


BIRTHPLACE  + 


NAME  OF 
FATHER 


o 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOT 


HER.  / / / 


OCCUPATION 


INFORMANT  § 


S', 


PLAJJfE  OF  BURIAL  OR  REMOVAL  I 


fytfTLd'  190<^T 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


kjS'a 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  S?Zc«C  •.*!*. A9otto  190/^,. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  


.(duration) DAYS 


Contributory 


“nr 


(Signed) 


. (duration) DAYS  > 

M.D 


• X p.\90  ^..(Mdres%) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,! 
or  Recent  Residents, 


Former  or 
Usual 


Residence . . Place ' of g Dm t h 7 .. . f Days 

f 


Where  was  disease  contracted 
if  not  at  place  of  death? 


Filed 


.190 


Clerk< 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  orf 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


•>  / "// 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME  (VI  Is. 

Place  of  Death  ^ J/0  \\ 


Registered  No. 


Date  of  Death 


})\cu<A.  ' L9  Age Q.£ 


.months days 


STATISTICAL  DETAILS 


SEX 


J&aJe  1A 


COLOR 


SINULL,  M AH  HI t D, 
WIDOWED,  Oft’ 
DIV^ftOftD 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


(/fasfrcC 


NAME  OF 


FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


kME  / 
R U 


(P-b.  Z_ 


BIRTHPLACE 
OF  MOTHER 


eiA_L 


rv 


OCCUPATION 


INFORMANTS 


WJ-  &■  ^ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


AiciHkJ/  ,go  y 


ADDRESS 


/ffeuA. 


PHYSICIAN’S  CERTIFICATE 


I HEREB\^jG£RTIFY  that  I attended  deceased  during  last 

illness,  from  CfarAhr t..£.  l90  /Tto^^^r^'..-...^r:^l90  .f*J 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary : 


•£>*.  1 9 drfT. . (Aod  ress) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  of  Death  7 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


How  long  at 


Day* 


Filed 


190. 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[3-’0fi  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

'yi  isESist  Yfo  BOSTON,  MASS. 


I r ^ ^ °f  l)eath,  f 

Name  in  fu,  d\AjZ.. . Qdr.cfflJ.  CO/2Pm/:4..  ~ 


Sex, . '■>  ’ ( P fe. ...Color, . Qm/t 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Q..- Condition 

Hixed 
, etc.) 

Age,  ,2l  Years , Months,  Cp Pays.  Occupation, 

Residence,*  C /n  rr  Ward, 

Place  of  Death,... 

Place  of  Birth,..  Date  of  Birth, 

r\l  r S , ) /N\  / 


(State  year,  mouth  and  day.) 


Name  and  Birthplace  j gJ/L.ClZAWDh^. SUf.,...  tifl  (X, 

Maiden  Name  and  ( £> 

Birthplace  of  Mother,  ) 

Place  of  Interment,  < ^ 

..AtA.i 

ndertaker. 


Name  and  Age  ) 
of  Deceased 


A-nilf,,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : 

Chief  cause,  C -A  A OXX-i  -»-<  ‘-ex 

Disease 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

-Boston, tsJ 190  K 

" e } A ge, ...  H JC~  years. 

I hereby  certify  that  I attended  deceased  from....^^PYL..Af  190 br  , to  U ^ 

A) 

190  Sf that  I last  saw alive  on  the fplAp/l day  of  C 190 Yr 

that.  -A. ..died  on  the  day  of  1 tf.'  C 190 !y^  about  ^ ^~r.. o'clock 

-. A....  ..death 


1 


Contributing  cause, 


Chief  Cause, 


Duration 


I 

( Contributing  cause, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.  D. 


— — 


— 


o 


(*) 


--  . . I . — 1 


[3’06  37-LM.J 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death, 


(If  married  or  (Jmirced  woman  give  maiden  name,  also  name  of  husband., 


MM.. Color, 


Condition , 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ^ Y Years,  'V  Months, .....NC>ADays.  Occupation, 

Residence,  * > - . /f  I Ward, 

Place  of  Death, / ^ /j-r. fX  f 

Place  of  Birth,..  ffMcarm 


(State  year,  mouth  and  day.) 


n±£nl. 


Date  of  Birth, 


Name  and  Birthplace  ) 
of  Father,  J 

Maiden  Name  and  \_  v 
Birthplace  of  Mother,  ) ,jy 

Place  of  Interment,  .MhPy\jfLtAWj 


TJndertaher. 


PHYSICIAN'S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age  ) 


L Ofb , ..CffytWM..: A?  . ' 190  j? . 

ofDefasfdf  i . No  • Ige,  / 'Z  years. 

I hereby  certify  that  I attended  deceased  from  ‘gfm 't ] 9 0 d',  to.  1 *■  • *0  . 

100  , that  I last  saw . ■gL~. ..alive  on  the day  of  190<ff, 


that.,,.. 


died  on  the t^/.. day  of >■•  WO  fr,  about  ' ^ o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows: 

r/r 


Disease 


1 


Chief  cause,  A. 

| Contributing  cause, 


. 


°<5 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  fall , 


190$. 


(If  married  or  divorced  ^voman  give  maiden  name,  also  name  of  husband.) 

Sex, $/P( Color, ....  IN., Condition, 

(White,  Black,  Mixed,  Chinese,  ^ 

Indian,  etc.)  Z' 

Age,  17  Years,  Months,  Pays.  Occupation,  \ ft N 

Ward, 


(Single,  Married,  Widowed  or 
Divorced.) 


(State  year,  month  and  day.) 


Residence,*  J ^ yf 

Place  of  Death,  /ft  ft  oftft/f 

Place  of  Birth,../ os/,  ft Date  of  Birth, 

Xante  and  Birthplace  ) ft  </ 

of  Father,  ' XT)  , , CS/  // 

Maiden  Xante  and  [ (ftff  i 
Birthplace  of  Mother,  ) Sly  X7  r y)  J 

Place  of  Interment, $ft$/ 

/ J ..f ....  .^. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, ..../ft/ftfppgrft:  190  ffft 


years. 

O 


$■  NU^y  ^e,.±z 

I hereby  certify  that  I attended  deceased  from  190  t° 

looft,  that  I last  saw  alive  on  tte  day  of.  190  V 

that  died  on  the  day  of  190^,  about  o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows: 

( Chief  cause,....  ftP ft  ^ <- 

IHsease  \ N*  s 

( Contributing  cause, 

f Chief  Cause, /.A  skr* 

Duration  \ s ✓ 

| Contributing  cause,...  ... 

ft)  . fft  f M.  I). 

•If  an  Institution,  state  how  long  an  Inmate  anti  previous  residence.  * S X""7 

cl  f . Nj 


COMMONWEALTH  OF  MASSACHUSETTS 

«'  r 


FULL  NAME 

Place  of 
Death  * 

Residence 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


STATISTICAL  DETAILS 


SEX 


COLOR 


at  Hate,  married, 

WIDO'iMBB,  OR 
DIVOROCD 


//  ,rys.dj>. 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE! 

NAME  OF 
FATHER  / 

BIRTHPLACE 
OF  FATHER} 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER} 

; 

OCCUPATION 


INFORMANT 


(f l 'dcjLoa/ 


! 

y.a,.  


PLACE  QF  BUBJAL  Oft '"REMOVAL^ 

7/^7  . oT-T^r-u  . 

, jO^>  r ATz^tlA 


DATE  OF  BURIAL 


190.../.. 


/ t 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from yLui^i&r./Z2..  190 to  C7^knyJy..../£. 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary : a 


(DURATION) DAY8 

) r 7 

^y. (duration; DAYS 

M.D 

. . Z(Ad  d ress).  C 


Contributory:  C77 


.190 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at  ^ ^ 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


I 


COMMONWEALTH  OF  MASSACHUSETTS 


O 


RETURN ; OF  A DEATH 

FULL  NAME  

p,ace  ? } 7..x 


Death 

Residence 


Registered  No 


..years.. 


STATISTICAL  DETAILS 


SEX 


COLOR 


ife/1  MjJ£_ 


SINGLE,  NMirmWTO, 
wrsowee,  e-R- 
BtWOftCCS 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 'V_^ 

BIRTHPLACE* * 

A 

NAME  OF  /f  J * r~~^ 

FATHER  £ ' / / /V  / / 

BIRTHPLACE 
OF  FATHER* § 

c 

MAIDEN  NAME 
OF  MOTHER^; 

///j  7^7^ 

BIRTHPLACE 
OF  MOTHER  t 

7J  a **  j / 

OCCUPATION 


INFORMANT  § 


7/7,  w/£ 


PLACE*  OF  BURIAJ/OR  REMOVAL  II 

/ . .Xy?/s4r. 


^L 


UNDERTAKER 


DATE  of  BURIAL ^ 


/ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


(DURATION) DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information,"  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

1 II  Name  of  cemetery. 


Jo 

y > " 7^ 


COMMONWEALTH  OF  MASSACHUSETTS. 


CITY  OF 

RETURN  OF  A DEATH-1908.  BOSTON. 

FULL  NAME ", Registered  No.  5728 


place  of  Death  ^ Boston  Boston  Lying-In  Kospt 

snce  J 


and  Resider 


Apr  14 


Date  of  Death 1908, 


Age 


years . 


months days. 


STATISTICAL  DETAILS. 


SEX 


COLOR 


w 


SINGLE,  MARRIED,  WID.,  DIV. 


Maiden  Name 
Husband’s  Name 


Birthplace 

Name  of 
Fathe 


Birthplace 
of  Father. 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 

from 1908,  to 1908, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

(tfb  rat 


Maiden  Name 
of  Mother 


Birthplace 
of  Mother 


Portland  Me 
Louise  Hall 
Portland  He 


Occupation. 

Informant... 


Place  of  Burial 
or  removal 


Undertaker . 


Mt  Hope 

L Jones  & Son 


PHYSICIAN’S  CERTIFICATE. 


Prematurity 


Contributory  : ( Inafti t lOn 

(Duration)  ( 


(Signed) .?..  I*  Lay m.D. 

Apr. 16 ,908 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Usual  Residence. 


Winthrop  H,ds(62  Temple 

Are) 


Filed. 


A true  copy. 
Attest : 


Apr  24 


1908 


Registrar. 


«>  V : ■' 


r / Lf"  "/  f0  ^ 


- 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF 


DEATH 


(CITY  OR  TOWN.) 


STATISTICAL  DETAILS 


SEX 


COLOR  _ 

i-*- 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


^'t'SCdSP'Z'  , 


NAME  OF 
FATHER 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


6 — 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


'tyfc 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  fcto 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  ab^terand  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


X. 


.(DURATION) DAYS 


Contributory 


<32,. 


(Signed. 

I9V&*.  (Address) 


(duration) DAYS 

M.D, 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


I 


|4-’07  37-LM.  | 


/ 


S' 


Permit  JVo. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

/ 


DaM  of  Death, ..I'.i  ■ '-  J 190 


JVame  in  full, 

P' 

Sex, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


.Color, Condition,. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


JktiEZtATVL 

Age,  /CSrrr....  Years,  ( ~>r.  Months,  : >-  Days.  Occupation, 

Residence,* Lff  A 2 Wardf 

Place  of  Death, y? 

Place  of  Birth, //...... ^ Date  of  Birth, tOty.QddJ2JL3.''/^ ^ 


Name  and  Birthplace  ) / 

of  Father,  i ^ 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 


(State  year,  mynth  and  day.) 


py., 

/ U ndertalcer . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


~ Boston 

Name  and  Age ) ^ A " 

of  Deceased,  ) 


Z.IZf.. 190  Y. 

a. 

Age,  ..(..IN-, yedLrSr- 

I hereby  certify  that  I attended  deceased  from  190 to  ^ 3 

on  the ...  & S T(...d ay  of  ..  190  r' 


190Ylthat  I last  saw 

that died  on  the day  of 190  about...  IC  .o’clock 

'Tfraf 7,  w P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. death 

was  as  follows : 

( Chief  cause, 


Disease 


Contributing  cause, 


f Chief  Cause, 

Duration  , 

( Contributing  cause, 


V.A  • l/b — M.  D. 


• If  an  Institution,  state  how  long  an  Imnate  and  previous  residence. 


COMMONWEALTH  OF  MASSACHUSETTS 


^ RETURN  OF  A DEATH 


{CITY  OR  TOWN.) 


FULL  NAME .T...... . 

PDeCaeth°f  f lM(^rr{.'. 'oeath  \ 

Residence  ■ Age  ..A. .9. .a. years  . 


Registered  No 
Date  of  ^ 


^^C^irA. . . A: . . .190  S' 

rr. months EfTT. days 


STATISTICAL  DETAILS 


SEX 

COLOR 

'SINGLE,  MARRIED,  j 

M- 

m 

W 1 DOW  6 D,  OR  Fl/t 

f 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


yWOA%  Uhr  l^'L 


NAME  OF 
FAT 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


jiiK,  * 


&y]s4y(yV^y 

HPLACE  Of 


BIRT 
OF  MOTHER 


'fecw^ur'  J]/f 


OCCUPATION 


A 


VC~CAy \s 


INFORMANT  § 


ku^  a 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


d.  ODsl<y(><sv\ 


DATE  OF  BURIAL 


ADDRESS 


{j? . Ay-  Ze^\_ 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  190  ..  S- 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


Contributory : 


AH.^aD 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


S<3 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


Residence  f..tr 


STATISTICAL  RETAILS 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  ^ 

I f c ^ . 

BIRTHPLACE* 

^ 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME 

OF  MOTHER  c-C 

BIRTHPLACE 

OF  MOTHER*  t 

t x , /^7't  0^2  . J 

OCCUPATION 


informant! 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
Iness,  from 190  .^. 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

J 


Primary:  (XrtfVvav^r 

^...44.400  uration).. 


Contributory: 




^W-.i.^-.l 90^..  (Address). .../2.V.  * ^ 


(duration) DAY  8 


(Signed) 11 M.D. 

^ IO/V/  YAJJ Y y^tl  wAujJ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


|4.’07-37-LM.J 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

Date /of  Death, . 190 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, ... 


/^Z.  CctZsi:. Color, . ...Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age  ears,  Months,  O.  Days.  Occupation, 

Residence,*  ^O.  fN/LAl  A Ward, 

Place  of  Death, A/'ffi fJDf.  /Ad  GIN. 


Place  of  Birth, 


(State  year,  monUi  and  day .7 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and 

Birthplace  of  Mother,  ) v_^  /An  A 

Place  of  Interment, /fc?.C?W/)/ 'CtAA^ /UP?., 


GAN...' Dale  of  Birth,. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

xA. 


Station, /iljuu 1 90.  T. 

Name  and  Age ) A ,f~v  \f-  . n /K^  ' ^ ff'~ 

of  Deceased,  f ..<<2^,^^ ■- ^ Age, ^ 

UP 


I hereby  certify  that  I attended  deceased  from  .pT^.A...'...N  190 fT,  to 

190  ff,  that  I last  saw  alive  on  the f...~ day  of f..:.:..fLAA:f.  190  '7 


that. 


ItX, 


.died  on  the ~ff.. day  of 


~I.£f..O: Al 1 9 0 8f  about N o', 


clock 


1 

f / * 

^ArM-^-or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. NBA death 

was  as  follows:  / /7  / / /i  1 

( Chief  cause,  

:p.  < 


Disease 


Duration 


} Contributing  cause, 

J Chief  Cause, 

Contributing  cause, a. 

N’c  niAa  ^ oN 


. . hr. . . ^T^r: . M.  D. 

* If  an  Institution,  state  how  long  an  inmate  and  previous  residence.  f(Jl  {aJ — f~f~  ff ^ L~ 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


( CITY  OR  TOWN.) 


(5^ 


FULL  NAME Registered  No 

*££ f --&-££■ • V' ». 

Residence  2^^  Age days 


/f 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR  X 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER  t 


c fa? 


MAIDEN  NAME 
OF  MOTHER 


7^-  & 


BIRTHPLACE 
OF  MOTHER i 


OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 


'V 


UNDERTAKER 


DATE  OF  BURIAL 

„„£ . 


Hess 


ADDRESS 


L tst  -C  A \ 


PHYSIC  I A N’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  fmm . .. .{/*...  130 ^to 190 , 

that  to  the  best  of  knowledge  and  belief  death  occurred  on  the 

date  stated  above,  ary  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  

JiLst^u.. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 


or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

; State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


* 


7 


L 


[4-’07-37-LM.] 


' r 


Permit  No. 

RETURN  OF  DEATH. 


BOSTON,  MASS. 


Name  in  fall, 


(If  married  ojulivorced  wonjan  give  maiden  name,  also  name  of  husband.) 

Sex, ...  '22dsa£.(L,. ...Color, Condition,  TNpmlicN 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 

Age,  3^3  Years,  Months,  / 3 Days.  Occupation, ...  3^J..i£jU.  .... 


Ward, 


(State  year,  month  and  day.) 


Residence,* ... 

Place  of  Death,  J i?  / Xmz  A^ 

Place  of  Birth, J Pi  ^ Date  of  Birth,  ^ 

Name  and  Birthplace  ) k/ ( C^.tA.^AWCPlN.. — / K.M  f.PflNA... 

of  Father,  ' H j - 

Maiden  Name  and  p 3.3 (ytA  / NAJ  & I 

",  J 


Birthplace  of  Mother 

Place  of  Interment, ^ AAgC-Cl.  UNU 


'&0- 

Undertaker. 


PHYSICIA 


Name  and  Age  ) 


CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

n Rafitcj t , 0^ & 190 

^ k_  Age,  J~f3  years. 


of  Deceased, 

I hereby  certify  that  I attended  deceased  from  '^^rV  190 f , to  Cx^cf  £ 

/ / ^ 

190  ffChat  I last  saw  LA-A'LxA. alive  on  the  v S day  of 


that. 


....  di 


cP 


190 


y 


died  on  the 


«<  day  of 


19  o£,  about  / o’clock 


A.M.,  or—Prffl.,  and  that,  to  the  best  of  my  knowledge  and  belief , the  cause  of  LANAt. death 

' 

Disease  J 


I Contributing  cause, 


Duration 


f Chi 


Chief  Cause, 


(o 


— ■ 


Contributing  cause, 


; s 


<u 


M.D. 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


(b 


LsYS.. 

(CITY  OR  TOJVN.) 


RETURN  OF  A DEATH 

FULL  NAME  .QsZ& Registered  NeSj  ) 

A Uf.  r,ri..^..Z 


Place  of 
Death  * 

Residence 


yO  / (i  A * / / uccun  ; 

CJIa.Q^Q'2 Age years months 


.190 


..days 


STATISTICAL  DETAILS 


SEX 


%£ctk 


COLOR 


ffrmrOE,  married, 

rViMBO’i.^eO)  OR 
DiniMirra 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE! 

NAME  OF  . 

l J 

R)cr>vyt_<>£^1 

BIRTHPLACE 
OF  FATHER* 

dr\~c.Q^Avt\ 

j MAIDEN  NAME- 

OF  MOTHER  >)  A [) 

JL.fcbdclo.  /krrcu, 

BIRTHPLACE 
OF  MOTHER! 

U Y~(-Xj&SVlsc4l 

OCCUPATION 

INFORMANTS 

Crrizvac^- 

PLACE  OF  BURIAL  OR  REMOVAL  D 

: (b'cdjx^r-  fy'V-OTrt*- 

DATE  OF  BURIAL 

Jvl&l'.. ...wolf  . 

UNDERTAKER 

GLd  Cyk r 

ADDRESS/,  , Q 

2.  S l UhrLN^erJt 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  i9(k5rto i9o  ^r 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(duration) >^x...  I 


. (duration).. 


Contributory: 



(Signed) r 

.../^^...£.l9oJ0Wddres^. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


I 


/ 

4 


|i 


ALL  NAMES  TO  BE  IN  FULL 


i 

* 

■ 

) 

) 

J 


* 

■ 

J 


X 


3 

5 

J 

J 


COMMONWEALTH  OF  MASSACHUSETTS 


(CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

Registered  No. 

} ..^o. zL ^ ,9o 


FULL  NAME 

Place  of 
Death 


.years.. 


.months days 


STATISTICAL  DETAILS 


SEX 


A/^c 


COLOR 


SINGLE,  MARRIED 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


BIRTHPLACE  t 


NAME  OF 
FATHER 


c£)  (y  <yc,^ 


yx 


BIRTHPLACE 
OF  FATHERt 


MAIDEN  NAME 
OF  MOTHER 


t , 


BIRTHPLACE 
OF  MOTHERt 


OCCUPATION 


INFORMANT  § 


<r>~ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


0 


DATE  OF  BURIAL 


UNDERTAKE 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  l90^...to<^J^rT^r t.L \90..2F., 

that  to  the  best  of  .my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

(&.C 


Primary: 


(duration) DAYS 


Contributory:  .... 


(duration) DAYS 

M.D. 


(Signed) (f 

• a r^..  190 A. .(Address) 


£ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


i 


[6’07-146-VM.] 


(FOR  POST-MORTEM  EXAMINATIONS  ONLY.) 


Pei'mit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death, Af/t 

Name  in  fall,  C-C  ^c'c  <■  (NdCtffA  * * 1 ^ 


/ Z 


/?0  cP 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, 


cscXX*.  Color, Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Manned,  Widowed  or 
Divorced. 


Age,.  Ac:  Years,  A Months,  Days.  Occupation, 

Residence,  &..  ? cAA  Ward, 

Place  of  Death,  2^ A/z 


Place  of  Birth, 


A2 


(State  year,  month  and  day.) 


Date  of  Birth, 


Name  and  Birthplace  ) 
of  Father , j 

Maiden  Name  and  [ cr->^Yrr-\  "*■  tyff - 

Birthplace  of  Mother , } 

Place  of  Interment, .... 


Undertaker. 


MEDICAL  EXAMINER’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,  / z f„,  190  fl. 

I hereby  certify  that  I viewed  the  body  of 
Name,  1 Pff  zt-i'i X-Xf~L/LtX — Age,  X z years. 

who  died  (Hp  the  //  > z day  of. A2fg^. 190  . 

and,  to  the  best  op  my  knowledge  and  belief,  the  cause  of  jL.  death  was 
as  follows: 

Autopsy  ' \Xfka  r 

( Chief  cause , «Y  $)dfV/  r l l,  IA 

Disease, 


Contributing  cause , 


/ (i/-/un<  f 

/° 




V_.  C {'  dfy  U I'-iA  ^CXA 

' 1 D C oC  . 


M.  D. 

V C-s 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  (CITY  OR  TOWN.) 

FULL  NAME  v Registered  No 

} ' e-  -:-  r,r  i *1. ,90 

Residence  'I'.'l/.  . C:  X'  X:.  * Age /T..T^ years month.  .^C days 


STATISTICAL  DETAILS 


SEX 


< '?Htc^c _ 


COLOR 


SINGLE,  MARRIED. 


W'DpWED,  OR  ’l 


DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER? 


MAIDEN  NAME 
OF  MOTHER 


xf/<z&C^  A C- ^ /■e.'ut-  t*\^*6* 


BIRTHPLACE 
OF  MOTHER? 


OCCUPATION 


T 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


DATE  OF  BURIAL 

O'?  i ?Y  P 

190  . 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190 ¥... to  

that  to  the  best  of  my  knowledge  and  belief  de^fh  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

A: 


Primary: 


Contributory: 


/A 

(DURATION).....^* DAYS 


(DURATION)..../.^ DAYS 


(Signed).  

.A’..‘Xr..l90 .^..•(Address) 


M.D. 


/SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


d@y^yy^y^^ 


/%,  /rCl°  ? 


ALL  NAMES  TO  BE  IN  FULL 


STATISTICAL  RETAILS 

SEX 

COLOR 

SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTH  PLACE  t 

— sZs^t  ^ 

/52 


COMMONWEALTH  OF  MASSACHUSETTS 


(CITY  OR  TOWN.) 


Death 
Residence 


RETURN  OF  A DEATH 

/9^  XfrrS:^. Registered  No. 

^£T. ,90  <5? 

4&E?..  L X ..months days 


FULL  NAME 

Place  of  l 

i*  ) ” 


NAME  OF 
FATHER 


CX^c  ck  /c  ^ S3  f Ly\  / 


BIRTHPLACE 
OF  FATHERt 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I: 


■fX' 


UNDERTAKER 


DATE  OF  BURIAL 


190  . 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190 to. . Z5f. . . XX/.r^, . J9  0 . . .<$? 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 

date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

* * 

Primary:  


(duration) DAYS 

Contributory:  

(duration) OAYS 

(Signed) M.D. 

190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 ..Ls.iAXT^ 


months days 

Where  was  disease  contracted,  S'  s? 

if  not  at  place  of  death? A^jSrL.- <C  


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 


[3’06  37- LM.] 


' r 


cm  t Ipi^i 


Name  in  full, 

:7^> 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  r^ASS. 


Date  of 


Death  ffUjaz  {46  VQ.dS' 

(§ou&N) a. L. 


(It  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex,  ..  .Color, . ...Condition, 

(White,  Black,  Mixed,  Chinese, 

Age, T'r ....  Years,  , Months, Days.  Occupation, 

Residence,* Ward-, — 

Place  of  Death,.  . IdJ&J.. 

* (State  year,  mouth  and  day.) 

Place  of  Birth, */.. Date  of  Birth, / 

Name  and  Birthplace  ) JpJjJOfJ'X/.  <£  A,*/**  - 9U, 

of  Father,  i /ffg  (f  _ /fC  ^ 


ijiu  auu  cta.j'  .j 

*N-.o:z</o  $ 


Vi. 4. 

Maiden  Name  and  ,£L ....jtZtf.s.  . .-r^T. . 

Birthplace  of  Mother,  ) — v J ^ ^ 

Place  of  Interment,  tlfp  l l{Nf.Sl  {<:!.. 

Tndertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

M'/f?  fBasf rni,^2N::PNrf. cNr.F> v 1 90 ..$.., 


c^lANtN 

* Tn^asT  } l^ide. mI.£. Jge, „ 

I hereby  certify  that  I attended  deceased  from 190  , to 

190  , that  I last  saw alive  on  the day  of 190  , 

that died  on  the day  of ...190  , about o’clock. 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows:  - / 

( Chief  cause, 

Disease  \ 

( Contributing  cause, 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME  .../f. 

P'aCe°f|  Z ■■  L . t-'t  'i- 

Death  * > 




(CITY  OR  TOWN.) 


Residence .T..TT/T..T7 Age..  A. 


//  /*" 

Registered  No.  

19o 

years. 


/ 


months ^r.. days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  , 

DIVORCED  /7//YC't  ICY7 


<: 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  ~~ 

BIRTHPLACEt 

^ .aX 

NAME  OF 
FATHER 


^ Zc  YC.  z'''?  Y 


BIRTHPLACE 
OF  FATHERt 


MAIDEN  NAME 
OF  MOTHER 


‘zz'/yza  </'  / £ 


BIRTHPLACE 
OF  MOTHER* 


tX  #■  x 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALII 


21 


UNDERTAKER 


W.jk 


DATE  OF  BURIAL 

(-  (1 
x J 190..  J'.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from V..5.  Q L 190 to '2?. 190  8(  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  


Contributory: 


(duration) DAYS 


. (duration).. 


(Signed) ^ . 9. W . ’ I.  .\r.rZJ., M.D. 


(3HB.  5 

3^.l90.&l(Address> .2W 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information,”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

_§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


|4-’07-37-LM.  | 


r 


Permit  JVo. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full 


N\ 


Date  of  Dec^tgi, 


..Qj...e...c/z  

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, ..  Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Sex, 

Age, ..  U Years,  r Months,  - Days.  Occupation, 

Residence,* ffP  J fflarztf 

Place  of  Death,  U i 


(Single,  Married,  Widowed  or 
Divorced.) 


Place  of  Birth 


z Date 


(State  year,  month  and  day.) 


of  Birth,. 


Name  and  Birthplace  ) 
Birthplace  of  Mother 


<Jn  7 O'  1/ to  1 1C  ) J (a  Z j 

Jr 


Maiden  Name  and 

J 


Birthplace  of  Mother,  ) s- — a 1 ^ 

Place  of  Interment, J~y. 


cb/..cLj.. 

ndertaker . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

o Boston,...  {..h+*j. 3LS. .190  Z'. 

fa*  } Age,  if. J years. 

I hereby  certify  that  I attended  deceased  from /t.OrrPP.fN} 190~),  to. 


Name  and 
of  Deceased 


190  , that  I last  saw  alive  on  the 

/ 


fCay  of 190  , 

that.yfrf'f. A. died ■ on  the  •2-  ? ...  day  of C.  190&,  about  o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  tfelief,  the  cause  of % I— death 

was  as  follows: 

( Chief  cause, Cl 

Disease 


Duration  ^ 


, Z/. . 

| Contributing  cause, 

Chief  Cause,  % 


Contributing  cause, 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence 

< \ 


\ 


« 


p 


'/'f 


NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


WqYIlYk 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


FULL  NAME. 
Place  of 
Death 


? } v/«x..Z.: rr  i 


i , e /■ 

Residence  Age. 


Registered  No. 

?/ 

190  C 

months days 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

f /ts-S  A WIDOWED,  OR 

t/r  DIVORCED 


i 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  •«- 

BIRTHPLACE? 

J'f'  AA- 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER? 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER? 

/r 

OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

' '■  ^ iqn 

UNDERTAKER  / 

^ADDRESS 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from l90  xC.to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

///tv  /'z 


TT.  (duration) DAYS 


Contributory : 


. (duration) DAYS 


(Signed) ‘ZrZTr^Zrrrrr: M.D. 


.190 (Address) 


*-*■  /ev,  Yz-*-  , 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death?... 


Filed 


190 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1908. 


CITY  OF 

BOSTON. 


full  name .John.. . 1. . . 0. r .Q mp.t. o. n Registered  No 5.248 

and  Residence  \ 

Date  of  Death -.h.M...f. 1908,  Age .TT. years. 


Place  of  Death ) Boston Has s G on  Hos; pt 

Jun  3 . 54 


.months days. 


STATISTICAL  DETAILS. 


SEX 


COLOR 

w 


SINGLE,  MARRIED,  WID.,  DIV. 

M 


Maiden  Name 

Husband’s  Name- 


Birthplace  . 


Boston 


Name  of 
Father 


Birthplace 
of  Father.. 


J ohn  Crompton 
Boston 


Maiden  Name 
of  Mother 


Phoebe  Breroton 


Birthplace 
of  Mother- 


Occupation. 

Informant... 


Produce  dealer 


Place  of  Burial 
or  removal 


Undertaker 


Mt  ...Hope 

J S Waterman  & Sons 


PHYSICIAN’S  CERTIFICATE. 


HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 


from 1908,  to 1908, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Gen. Ac .Peritonitis  - 4 dvs 


'contributory:)  Diphtho rit ic  Colitis  with 


(Duration)  j 

perforation .Carcinoma  of  Sigmoid  - 
4-dys 


(Signed) J..B... Belknap m.d. 

Jun  4 


.1908 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Admit tod  to  hospital  Hay  31,1908 


,,  ....  Winthrop  (78  Crystal  Cove) 

Usual  Residence f. 

Jun  6 

"•S' 


Filed 

A truo  copy. 


.1908 


Registrar. 


COMMONWEALTH  OF  MASSACHUSETTS. 


CITY  OF 


RETURN  OF  A DEATH-1908. 


BOSTON. 


FULL  NAME William. A. ..Buckley. Registered  No.. ...52.8.2 

eath  ) 
and  Residence  j 

Date  of  Death 1908.  Age years 


Piace  of  Death  I Boston  Carriage  between  Hotel  Plaza  & E Boston 

Jun  5 45 


.months days. 


STATISTICAL  DETAILS. 

PHYSICIANS  CERTIFICATE. 

SEX  COLOR  SINGLE,  MARRIED,  WID.,  DIV. 

M W M 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last  illness, 
from 1908  to  1908 

Maiden  Name — 

Husband’s  Name 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Patty  degeneration  of  eart. 

Portland  Mo 

Rirthnl  are  IXOSSMBae 

(l^nW|^\( 

Oedema  of  Bra  in.  Alcoholism 

tnrtnpiace * fe  „©3T 

\ N0,  CClHB 

Father  Gha  rl. eP  ^ Buckl<K^w 

SNIA  j$]f  j 
TAa®.  ■«/  J 

®'  ,i WvJ 

B-Mace  Augusta  Me 



Contributory  : ) 

Maiden  Name  Carrie  Buckley 

(Duration)  j 

Birthplace  Portland  Me 

of  Mother 

_ Insurance 

G B Magrath , Med . Ex , 

(Signed) M.D. 

...L.':L.’ 1 908 

SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 

ria^rial  ,Vinthrop"Winthrop  Cem 

'usual  R-Htr-  Winthr°p(47  TCashington  St 

Undertaker  .S“SILr...B..?.yA 

Wintbrop 

Filed  .4B1\...§ 1908. 

Registrar. 

V 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MAS! 


Date  of  Death, / 

Name  in  full,  y 7’Jl. 


(T 


(If  mafrried  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex,  .NNl^naN.. Color,  ...Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  . Jo  Q.  Years, 

Residence,* . 

Place  of  Death,  KN>  0 

Qh 


Months,  Days.  Occupation, 


WwrArr 


NtN... 


Place  of  Birth,. 


Name  and  Birthplace  ) 
of  Father,  ' 

Maiden  Name  and  ) 
Birthplace  of  Mother,  ) 

Place  of  Interment,. 


/^^^ZAPDate  of  Birth, 




(State  year,  month  and  day.) 


’Of? 

Zl£L  Tkfri&O 


d. 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,. ( 1 90 

*x*  Age,  6>  0 years. 

I hereby  certify  that  I attended  deceased  from  Sf/ , ]<) () ^ , to 


Name  and  Age  } /?  /? 

of  Deceased,  f ^ ~ 


JVCxft,  that  I last  saw  alive  on  the  /'nAC.  - 

that..C^^tr//.. died  on  the  7 \ day  of 


P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : 


day  of 

19  0</f about  ^ o'clock 
death, 


Disease 


j Chi 


Chief  cause,. 


Du 


f Chief 

ration  { 


( Contributing  cause 
Chief  Cause, 

Contributing  cause,  ' - ■■  oPkrt 

• I f an  Institution,  state  how  long  an  iDmate  and  previous  residence. 

y 4 


/ 


/. M.D. 

r ' 


/ 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


( CITY  OR  TO  If'N.) 


. Registered  No. 


RETURN  OF  A DEATH 

FULL  NAME  /M.. 

r,h°f  f • Do.':,r  i ». 

Residence  ^ f.f. Age years months 


days 


STATISTICAL  DETAILS 


COLOR 


SINGLE,  MARRIED 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 


HUSBAND’S  NAMET 


BIRTHPLACE* 


NAME  OF 


FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


-</c^/£irzr^ 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 


190  . 


ADDRESS 


I 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190  ?t.to J^*rfe*rj^....^...l90  J?, 

that  to  thrriest  of  my  knowledge  and  mmef  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


.(DURATION) DAYS 

Contributory 

^ (duration) day  9 

(Signed).... 

-,/4i190  ?.  (Address) 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

It  Name  of  cemetery. 


Ujl-  ^ 


[6-,07-i46-VrM.J 


(FOR  POST-MORTEM  EXAMINATIONS  ONLY.) 

Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death.  0 )r 

Name  in  fall.  y QJJj^  (ljl.  kasvmca*  - j?  ^ 

N, 

Sex,.. JO, 


£r  (If  married  or^vorg^d  wonyn  isive  maiden  name,  also  name  of  husband.)  ^ 

'%>'  Color,  //';/.£/.. Condition,  JZ//NP  gf< 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  / Divorce^!.  A 

Years,  Months,  f — Days.  Oetmp^ion^fjf^^^  ^ 

Residence  I?  /-  yffjfyr 


Place  of  Death, 
Place  of  Birth, 

Name  and  Birthplace 
of  Father , % 

Maiden  Name  and  ) 
Birthplace  of  Mother,  J 

Place  of  Interment, 


. ^VaLEov  &\o 

/ (Sta^  year, 


ar,  month  and  day.) 


ate  of,  Birth, 


/ 

itder  taker . 


, tl  1901T 


MEDICAL  EXAMINER’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH 

Boston, 

I hereby  certify  that  I viewed  the  body  of ' 

Name,  Cufi^Cc>^  Age,  2 3 years, 

who  died  on  the  I V day  of  190  V . 

and,  to  the  best  op  my  knowledge  and  belief,  the  cause  of  death  was 

as  follows: 

Autops/j  <^o. — 

f Chief  cause , vS,'v-'V. 


Disease, 


Conjp'ibuting  cause , — kvnji. 


JU  u o i 


& 


1/  '// 


[3-’06  37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, . JJMzl a, ..  Color, Condition, ./2.2'2f3L: 

(White,  Black,  Mixed,  Chinese,  (Single,  Marrie 

Indian,  etc.)  Divo 

Age,  (222.....  Years,  ^2  Months,  /,-?  Bays.  Occupation, 6j,. 

Residence,  * 2^2  CMC?. Ward-, — i .A 


Place  of  Death,  ' ' f \/(i\  ‘ 

01  f ■ U Bate  of  Birth,. ..f2)£. 


Place  of  Birth, StN.  LJLlA.. 

Name  and  Birthplace 


(Stale  year,  month  and  day.) 


of  Father, 

: ten  Name 
olace  of  M 

Place  of  Interment 


Maiden  Name  and 
Birthplace  of  Mother 


:i2Kz: 


.Cl  iMCPC..:0A:0.£<i,0LP.  . 


CAAAcNLdJL^  

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

)/  ,,X*  A Js,  ~ . - h - - ^ jCf 19Q 

Age,  60  years. 


} ..  jQo*zYUl  Ac 


&r 


I hereby  certify  that  I attended  deceased  from 190  *1,  to fAtu-Q.  / / > 

~ ' /orft  r y 

190%  that  I last  saw fPPPPr: alive  on  the day  of yrAAz1  190% 

that f ^r^rrrrrr. died  on  the..  /fN . day  of.  190%*,  about  2 o’clock 

A.M.,  orCPAHi,  and  that,  to  the  best  of  my  knoivledge  and  belief,  the  cause  of.  A1  f. death 

was  as  follows : ^ 


r£ 


Disease 


j Chief  cause, C . 4^  0-  0~r^  £<*  ^1. 


^2 


Contributing  cause, 


f Chief  Cause, 

Duration  -s 

( Contributing  cause, 

C.LC.C.  i « -v M.D. 

♦If  an  institution,  state  how  long  an  inmate  and  previous  residence.  / / C 

/ l , 

^>21 


6/  'SI 


COMMONWEALTH  OF  MASSACHUSETTS 

r 


FULL  NAME, 

Place  of 
Death 


Residence 


{CITY  OR  TOWN.) 

_ „ SL 

’.f  [ - 

Ag«...l...ZJ’. ,.«. Z.,0...  .months. 7. . . .days 


STATISTICAL!  DETAILS 


SEX  . COLOR  yA  . SINGLE,  NbMWWfcD-/?  / 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


MAIDEN  NAME 
OP-  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


INFORMANT  § 


PLACE  OF  BURIAL 


UNDERTAKER 


ADDRESS 


1 


PHYSICIAN’S  CERTIFICATE 


I HEREBY^  CERTIFY  that  I attended  deceased  during  las1 
illness,  from  190  y.to^r <*<4,...%^.  .190#., 

that  to  the  (Vest  of  my  knowledge  and  Belief  death  occurred  on  the 


ss,  from  yfrvuHJt. 
to  the  Best  of  my  I 

that  the  CAUSE 
Primary:  ^4*^* * § **/ 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

■j 


.(duration) / DA 


/ 


Contributory : 


GltA/j&L* 5^^r. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death 7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


— 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  Death  * 


RETURN  OF  A DEATH 


Date  of  Death  yimL.  Age  Sh 


.years 


Registered  No 

6 


months  ... 


z.L 


days 


STATISTICAL  DETAILS 


•flllbCT!',  MARRIED, 

WltnilWCO,  CT1 
CUVOBCED 


MAIDEN  NAMEt 

u 

HUSBAND’S  NAME  t 

BIRTHPLACE  t 

"1  ' 
IClua/llOia  ihtfiM. 

NAME  OF 
FATHER 

^ DiOAQA,^.  ttLLt  ttlUti 

BIRTHPLACE 
OF  FATHER  F 

MAIDEN  NAME 
OF  MOTHER 

Ul/VWw 

c 

BIRTHPLACE 
OF  MOTHER t 

OCCUPATION 



INFORMANT  § 


Iv  Oj  $ &0V 

lAllWCliAilOjv 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


n 


DATE  OF  BURIAL 


L.?4 


DRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  \xov^^rrfrrrrr..mL^f.. 190 


icH5elief  death  occurred  on  the 


that  to  the  best  of  my  knowledge  anc 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


Contributory:  .... 

^r<?.  (duration) DAYS 

(Signed) 

^.\90d^..(Mdress) 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  or  Death 7 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Day* 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
f In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


7 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME Registered  No. 

Da,e  °< } r^y- 

Death  J ■/ ■— ^ J ■ 

/>  ■ * ■ > /.  tt-7*  0/  t AwflAjSSas^. .&  •:: 


(CITY  OR  TOWN.) 


Place  of 
Death  * 


-?  n, 


Residence 


.I90« 

. .days 


STATISTICAL  RETAILS 


SEX 


COLOR 

^7~7^t^C 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALII 


/L. 


21 


UNDERTAKER 


2^  SE- 


DATE OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 


illness,  \90 

that  to  the  best  of  ti iy  knowledge  and  'belief  deaffi  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


.(duration) DAYS 


Contributory: 


(duration) DAY8 

(Signed). ...  M . D. 

o2T(Address) 


62 


z 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
f In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  / also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


* S' 


-/? 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN^  OF  A DEATH 


( CITY  OR  TOWN.) 


FULL  NAME Registered  N< 


Place  of 
Death  * 


40£ 


Residence 


Date  of 
Death 


(t&fcr.  A ge 


..years.. 


ty'  - 


190  c) 

months..  Ghg  dayt 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


190. 


P 


NAME  OF 
FATHER  x 1 

BIRTHPLACE 
OF  FATHER*  ^ 

<3*  y. 

MAIDEN  NAME 
OF  MOTHER  , 

BIRTHPLACE 

OF  MOTHER  * ^ ty 

c. 

PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  Uom,....A¥r~i...M 190  . .^..to 190  .^, 

that  to  the  besVof  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  U.O 


jjj uckJJ^ 


<2. 

.(duration) DAY  8 


Contributory : 


. (duration) DAYS 


(Signed) I ^r\  V U.v^!. ..V  « M. D. 


S b 190.^.  (Address)  ... 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information,”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


y 


[3-’06  37-LM.] 


' * 


Permit  JVo. 

RETURN  OF  DEATH. 


Ige,  n’N..  Years,  Months,  ,UF>^J)ays.  Occupation, 


Residence,* P VNf&ldU.  'y*  A Ward t 

Place  of  De ath, . T -P'?  ^ 

PZace  of  Birth, ^^.yQ.A.YYLs.. ~2[2.P.CdNRl Z)aZe  0/  Birth, 

Name  and  Birthplace 

0/  Father,  P //*  / / ' ^ ) v 

Maiden  Name  and  ) t&difRRgAi...Cl/. /.. 

Birthplace  of  Mother,  ) 7f  . /? 

Place  of  Interment, 


(State  year,  month  and  day.) 


, 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

..i 190. 


Rn 

17  Lr\7Tis  ? 

T’(  w Ur^Jutdtl  \ . Age, 


years. 


of  Deceased, 

I hereby  certify  that  I attended  deceased  from . 190^ , to.^Yx^JL^j 

190  fl,  that  I last  saw alive  on  the day  | 190  ff^ 

that...oJLjL- died  on  the....!^»^td^hr..... day  of.NNr^- P:.  . -4 191 1}f,  about  -Of. o’clock 

the  best  of  my  knowledge  and  belief,  the  cause  of fd.JL.  death 


P.M.,  and  that,  to  the  best  of  my  knowle 
was  as  follows: 

j Chief  cause, -yyD> 


Disease 


Duration 


) Contributing  cause,  NB.LL.u. -■* 

J Chief  Cause, 


♦If  an  Institution,  state  how  long  an  Inmate  and  previous  resilience. 


0 


it  Ln 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

, r 

RETURN  OF  A DEATH 


(CITY  OR  TOWN  $ 


FULL  NAME..  oUL£Q_ 

Place  of  | . — A. 

Death  * * * § 5 


Registered  No.. 


Residence  .. 


9 a 


j Age  O ^ 


Date  of 
Death 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  ~~ 
DIVORCED 


WIDOWED,  OR  y? 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


NAME  OF 
FATHER 


Jl 


INFORMANT  § 


PLACE  OF  BURIAL  OR  R EMOVAL II 


/ '7  190c/^ 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


i^4*> ■ 


..years.. 


i9o  fir> 

months days 


BIRTHPLACE 
OF  FATHER? 

MAIDEN  NAME  * 

BIRTHPLACE 
OF  MOTHER? 

OCCUPATION 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY 

tllllBM)  iflUIH.  ~m« mil...  100  -l.teiiii.i-i  w.ilOQ»'.'.ii|  i 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  ....  r 


b\4AJcfeJL C^MLVIfvJL 


coVrnuAr^v  ChTT^v 


% 


. (duration) DAYS 


(Signed) 


.190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  IrSyWutlons,  Transients, 
or  Recent  Residents. 


/ 


How  long  at 

Place  of  Death 7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  oi 
Institution,  give  Its  NAME  instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country  j also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


SI 


sscss  £>  - 

1-19  ° $ 


\ 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

✓ r 

RETURN  OF  A DEATH 


C^..: 

Residence  Age  ..^rr.. 


^Death*  1 


STATISTIC  Ah  DETAILS 


PHYSICIAN’S  CERTIFICATE 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  <7n 


MAIDEN  NAMEt 
HUSBAND’S  NAM 


E f • 9^'''  • 


BIRTHPLACE! 


I HEREBY  CERTIFY  th?t  I attended  deceased  during  last 
illness,  from,.)^  ...<^C/x...  I9of!..to 190 
that  to  the  Best  o^rny  knowledge  and  Belief  de^Jri  occurred  on  the 
date  stated  above^and  that  the  CAUSE  0£J>EATH  was  as  follows: 

Primary:  .. 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER  _ 

<Z?7 


BIRTHPLACE 
OF  MOTHER! 


^ — CA. 


OCCUPATION 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease 
if  not  at  place  of 


S#d 


INFORMANT  § 


Filed 


.190. 


Clerk 


PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

UNDERTAKER 

IT 

ADDRESS 

* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called^-  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Inetead  of  street  and  number, 
t In  case  of  married  or  divorctlLwoman,  or  widow, 
t State  or  country)  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


t 


J7 

g. 

n ° * 


s 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

* r 

\ DEATH 


RETURN  OF 

FULL  NAME 


o "h. } 

Residence  f! ... ! Age 


Date  of  [ 
Death  i 


( CITY  OR  TOWN.) 

Registered  No... 


S' 


190 


..years.. 


..months x. days 


STATISTICAL  DETAILS 


SEX 


'7^4?*** 


COLOR 

Cat-^MT 


SINGLE,  MARRIED,  . 
WIDOWED,  OR  . 

DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

cX.  — 

BIRTHPLACE! 

NAME  OF 
FATHER 

BIRTHPLACE 

OF  FATHER!  ^ ^ 

MAIDEN  NAME 
OF  MOTHER  ^ yr 

0 

BIRTHPLACE 
c. .......  _ 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


UNDERTAKER 


6 ■/?  /J7^,. 


a->r'.j.  8... 


ADDRESS 

14/ 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  V ....  i.  / 1 9 0 T.. .to . . . :J ■ • / y 190^ 

that  to  the  best  otmiy  knowledge  and  betfef  deajjf  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary: 


/ 


V 


. (duration).... K. DAYS 


Contributory : 


(duration) DAYS 

(Signed) M . D. 

*.  .ot*?. . . ~?r^.  . . . 1 9 0 . . .?JAdd ress) . . .c<r >.T.  

(^SPEC^A^IN  FOR  Matron"  only  for  Hospitals,"  InsHtutlo^ 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
f In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


i 


(h? 


|4-’07  37-LM. 


Permit  JVo. 

RETURN  OF  DEATH. 

BOSTgS1,  MASS. 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, NNZN1N&JL&. Color, Condition,  ...?/7dYlAAN..PJ>lN 

(White,  Black,  Mixed,  Chinese,  (Single 

Indian,  etc.)  v 

Age,  &M...  Years,  ^--Months,  ^-^Dai/s.  Occupation, 

Residence,  * Ward, 


Name  and  Birthplace  ) <kfj /Wl  fNyXGi/2^ 
of  Father, 

Maiden  Name  and  _ r # ^ , 

Birthplace  of  Mother,  ) ^ y fQ  /“  "** 

y. 

1 laawianula/.  . ^LruCftf.. 

Undertaker. 


Place  of  Interment,. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Z' <yylAsi/l/L'&-^ ° Boston,  /Njf  , 190 

Name  and  Age 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowle 
was  as  follows:  ,.  ^ y 

Chief  cause,  .. . .1 . w,.  ^.7. . £ 


ofDeceasedT  "?>'  <=^  J Age, ...'M  years. 

I hereby  certify  that  I attended  deceased  from  i 90  <7,  to^Lt  ^ 

190  , that  I last  saw  •-•  u. alive  on  the /....!. day  of  1901 , 

that..tNJk^i^r.....died  on  the /T day  of 190  <f,  a&out  yf  ...o’clock 

elief,  the  cause  of..  death 




Disease  ^ yAD  N \ . 

?,  /r.  « . <-.<....' < .O-  - 


Duration 


j Chit 

I Contributing  cause, 
f Chief  Cause,  JL 

t /»yi 


Contributing  cause,  ..A^*Cb.....lN~AfSzfig..4.. 


■ t~k~. 

/fj 


7 


• If  an  institution,  state  how  long  an  lomate  and  previous  residence. 


J2L 


Ctr/x. <M-  D. 


mJtS f52V..  _ 1 


[4.’07-37.LM.] 


' A 


Name  in  full, 


/z.  / S? 

Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

AO  \ 

o/  Death, sA  ,/osA  .S^....«Lc? 

SJLikv \ 


190 


A (If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, \X^pJL/,cli Color, t';N\Z^sAJlSS^. ....Condition,  


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Place  of  Death, 
Place  of  Birth,. ...Z 


Age,  (o'X^Ycars,  % Months , A Days.  Occupation, 

Residence,* /f  Ward, 



/ (State  yeifc,  month  and  day.) 

( Date  of  Birth,  Ct/f*  $// 
f$<z . , ' 


Name  and  Birthplace  \ %/ ycw*-£- 

Maiden  Name  and  ) 


Birthplace  of  Mother,  } 


Place  of  Interment 




Undertaker. 


PHYSICIAN'S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

VO  i r "jfu.n R.  L,  £ 0 190 f. 


} CL^, ^ucRzl. .0.  o, 

I hereby  certify  that  I attended  deceased  from  Sjo^tj  ./  *7/.....  190  f , to  ^uJLj  A, a 
190% , that  I last  saw  ....alive  on  the  i f ...  day  of. 


that. 


AL ...died  on  the <?2/  0 .AAA day  of. 


(Ml 


A.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 

was  as  follows:  t ' 


190  f, 

190 f,  about  /JifiJ  o’clock 
fP death 


Disease 


{ Chief  cause,. 

y/y  < 


| Contributing  cause,  v — c£*- 


f Chief  Cause,  . 

Duration  ' 

Contributing  cause, 


*If  an  Institution,  state  how  Iodr  an  Inmate  and  prevlou  acc. 


M.D. 


r> 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A DEATH 


s/yi  Ctyvtj  C_  l A ® 


FULL  NAME 

Place  of  Death*  dXCl  M f Z.  jQ^r<^  /^L'X  fihjy< /? fat  -AA A 

Date  of  Death  z (>. /9°t  Age 4 *t.  ...years y? 


Registered  No. 


months r...r.....day$ 


STATISTICAL  DETAILS 


SEX 


Jr  f±±  &/<.  1 M IxaJU. 


SINGLE,  MARRIED, 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

Phv  l i ^ A 

Bl  RTH  PLACE  t [/ 

NAME  OF  „ 

FATBER  A i £■ 

II  LYfr-on  " LUcl^  ^ 

BIRTHPLACE 
OF  FATHER  t r, 

/ 

MAIDEN  NAME 

OF  MOTHER  | y 

U f J <(L- / 

BIRTHPLACE 

f ,'T-X 

widowed,  or  1 , I HEREBY  CERTIFY  that  I attended  deceased  during  last 

° **  SATA'S  , h L &/..1  6 ‘90  * 

that  to  the©bst  of  my  knowledge  and  b«ief  deatn  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATHjwas  as  follows 


INFORMANT  § 


H 


-h 


PLACE  OF  BURIAL  OR  REMOVAL  II 


^ L A.  «-  y Jjy  A 


J^fTr-C^^  H cXL; 


UNDERTAKER  S 


7 


Ci  sA-i  J ' A.  ;i 


DATE  OF  BURIAL 


PHYSICIAN'S  CERTIFICATE 


Primary : 


Contributory : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  lone  at 

Usual  Residence Place  or  Death  7. 


Days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


190 


Clerk 


addrtss 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

5 Name  and  address  of  person  giving  statistical  details, 

||  Name  of  cemetery. 


L 

C • (^£*^6-1**-**^ 


|4-’07-37-LM.  | 


Permit  No. 

RETURN  OF  DEATH. 

^ MASS. 

190  £ 


Name  in  full,. 


Dyfe  ofNOeath, 


■'.... t *7/ 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 
/ 


(Single,  Married,  Widowed  or 
" - Divorced.) 


Sex, C4..P..QP Color, Condition, 9.. 

(White,  Black,  Mixed,  Chinese, 

. Indian,  etc.) 

Age,  £>f.  Years,  / Months,  y Bays.  Occupation, 

-n  / ' t 

Place  of  Death, 


Residence; AParSj 

lf /ffX~  'OjJL*:  


rStatw,  year,  month  and  day.) 


Place  of  Birth,  . Bate  of  Birth, ([2&P..  .<&./... "/  ^ 

' N rs  </,)\  A B>J.  J - 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and  ) 
Birthplace  of  Mother,  ) 

Place  of  Interment, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

■ 190  F . 


of  Deceased 


I hereby  certify  that  Ijtittended  deceased  from ..ff. 190$^to y 

19<T\,  that  I last  saw  T* alive  on  the 

<U 


that f y~*~ died  on  the 


'VO 


day  of flppyfn  190  , 

(T 

day  of CTC7. 1 190(]  , about  / / r ...o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

f Chief  cause,. 

Disease  j 

( Contributing  cause, ^ 

f Chief  Cause, 

Duration  \ 

Contributing  cause, 


• If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


COMMONWEALTH  OF  MASSACHUSETTS 


Death  * 
Residence 


Age W? m„«». dCr.. 


. days 


STATISTICAL  DETAILS 


SEX 

COLOR 

SINGLE,  MARRIED,  ' 

r*c^X. 

yrtlCZC 

WIDOWED,  OR 
DIVORCED  PlSI' 

MAIDEN  NAMEt 
HUSBAND’S  NAMEt 

BIRTHPLACE* 

NAME  OF 
FATHER 


(X 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


ft-  ^ 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 

2- 


190. 


cP 


ADDRESS 

Vt/L^X. 


PHYSICIAN’S  CEIi  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  irQXtxJJ&t&jl /y?....  OO.^.to .. ./-s . 190  X., 

that  to  the  Best  or  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . " fe-Ch .1. . 


Contributory 


(Signed) 


Tfrkr^rr^f^. . .^7— . . . . .you  RATION 

/ 9//  S2~£ 


^ ..190 JL. (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  It3  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery.  • 





'd/,  //■ 


s/ 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


(i CITY  OR  TOWN.) 

Registered  No. 


FULL  NAME 

PI“eo,[ .2-3= _ ?JL 


Death  * 


.190 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt  }i  a 


BIRTHPLACEt 


1/<Z_ 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERt 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


7 


iSS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  UoxnJprf^y.....^-./. 190  190  .<£7 

that  to  the  best  W my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

f;  ....  . yr^iT.rrr^-r 


Primary : 


.(duration)..../.. 


Contributory:  t ••  <?v£  . 

JL  . 


— (duration) tSays 

(Signed) '....  ^f77:.h.:7'. M.D 


C^h.  T ^t . . }r..  1 9 o .h.. 


190. A.  (Address) . 


^pi 


>PECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


‘J 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1908. 


CITY  OF 

BOSTON 


......  .......  Mary  A Hosie  7054 

FULL  NAME ‘ Registered  No 


Place  of 
and  Resi 


Death  i Boston  Long  Island  .IJo&pt 

dence  ) W8‘*#. 


Date  of  Death 


. 1 908,  Age  ...  years 


. months 


days 


STATISTICAL  DETAILS. 


SEX 

v 


COLOR 

w 


SINGLE,  MARRIED,  WID.,  DIV. 

7J 


Maiden  Name 

Husband’s  Name 


Birthplace . 

Name  of 
Father 


Wentworth 
^uincy 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness 

from 1908,  to 1908 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

• Pftt 

(tfur 


Birthplace 
of  Father. - 


p.BO'a'K' 
C©N© 

ah  a® 


d¥Sa“ 

TAAX  , 


Maiden  Name 
of  Mother 


Abigail  Jones 

StSE. 


Occupation 

Informant... 


Place  of  Burial 
or  removal 


Undertaker 


Quinoy”Mt  tfollast on" 
J C Gall  i van 


PHYSICIAN’S  CERTIFICATE. 


Nephritis 


Contributory:)  ^ Lit  ' + 1 3 

(Duration)  i * 


(Signed) ®..0°.lTO? M.D 


A 


ug  4 


1908 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Usual  Residence. 


V'inthrcpf  Billov/  Ave) 


Filed 
A true  copy. 
Attest : 


Aug  7 


1908 


Registrar. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

DEATH 


FULL  NAME 

Place  of 
Death 


RETURN  OF  A 


(CITY  OR  TOWN.) 


Registered  No. 

? ! Wc-y Ld^LZl DDar } .A?.. 

Residence Age >>C.. years. 


x a 


/Ar 


.190 


y 


months..  ^ ....days 


S TATIS TI CAE  DETAILS 

SEX 

COLORf  {L 

W^^t\ 

SINGLE,  .MMIUMLD, 
>weOTrrB7T>R 
jaivonorn 

MAIDEN  NAMEt 

ryvvv^ 

HUSBAND’S  NAMEt 

NAME  OF 
FATHER 


Lo  . /(jr^rU^ 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


7- 


UNDERTAKER 


DATE  OF  BURIAL 

J / £ 


BIRTHPLACE 

nr  FATHFRi 

MAIDEN  NAME 

y 

BIRTHPLACE 
OF  MOTHER t * 

190  t!. 


I’ll YS IC IAN’S  CERTIFICATE 


1 HEREBY  CERTIFY  that  i attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 
Primary:  I . ^rTZ^. 


.(duration) 


/ 


Contributory : 


(Signed). 


(duration) DAYS 

M.D. 


TMfeZ&L—. 


.190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

5 Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ 


u 


destination. 


BACK 


Form 


Colony  of. 

/ Hereby  Certify,  That  the  body  of. 

has  been  prepared  by  me  for  transportation  by  being. 


.Date. 


.named  in  this  transit  f 


Undertake 

.A.n 


Province  of. 

County  of 

before  me,  a 

Cotony  of  Newfoundland  aforesaid,  personally  appeared 
to  me  known,  and  made  oath  and  said  that  all  of  the  statements  contained  in  the  foregoing  are  true. 

Sworn  and  subscribed  to  before  me  this day  of . 4 D 


( (Signed). 

j On  this day  of. 

• ( Notary  Public,  Justice  of  the  Peace),  in  ana  ,0 


i 


[SEA!,] 

Undertaker’s  Affidavit— Infectious  or  Contagious  Disease. 


mnr 


0’07-37-LM.] 


& ' . IV  if. 

i:'  # / [#* 


Permit  No.  UAtf 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


O 


,....^L... 


Pate  of  Death, • /'f. 190 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, ‘ Condition , 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  4?ff. Years,  Months,  Days.  Occupation, 

s'/  y (State  year,  month  and  day.) 

Place  of  Birth, /k.  Date  of  Birth, 


Name  and  Birthplace  ) 
of  Father,  \ 

Maiden  Name  and  ) 
Birthplace  of  Mother,  S 

Place  of  Interment, 


Undertaker . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age  ) 


Boston , 190 

of  Deceased,  ) years. 

I hereby  certify  that  I attended  deceased  from  190  , to 

190  , that  I last  saw  alive  on  the day  of 

that died  on  the  day  of  190  , about 


v\ 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows : 


190  , 
o’clock 
death 


Disease 


y Duration 


( Chief  cause, 

*0  J 

( Contributing  cause, 
j Chief  Cause, 


( Contributing  cause, 


M.D. 


' If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


* 


* 


. 


, 


|4.’07-37-LM.| 


Permit  JVo. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


ate  year,  month  and  day.) 


Age,  Years,  / .Months,. <=^-*3. Pays.  Occupation, ,/^~V 

Residence,* ^ ^ . : -W-ard^__  j 

Place  of  Death,..  .dlA / U JffZj...  AQ  CtA.Jp/. 

^-fStjtte  ye  , 

Place  of  Birth, Date^of  BirJ;^ d'  p2.. 

Name  and  Birthplace  | ZZ 

of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 


Birthplace  of  Mother,  i a » * . (J 

Place  of  Interment, ...  N.  /Tf~ 

d^u^..:Mt££uAf>... .'. 

\ Pnaextaker. 


Name  and 
of  Deceased 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

( V Jn  Bmton, .Q^U..../  2 > 190  & 

Jif6\  \y  . Ade.  ? yedrs. 

I hereby  certify  that  ^attended  deceased  from 190  <£-7  to It  ■ . 

190^  that  I last  saw  alive  on  the  ../..A day  of  ...  190 ^ 

that.  ..aAl. ..died  on  the  /....£> day  of 1 90&r7about .../....  ft AR  clock 

. zi. 

£- 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  andoelief,  the  cause  of..  < > death 

was  as  follows 

r _ 

Disease 


j Chief  cause, 

| Contributing  cause, 


f Chief  Cause, 

Duration 


( Contributing  cause, 


* If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


b2l 


4 


1 


J 


|4.’07-37-IjM.  | 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date  of  D(ettfck, 

^ 2 ^ 


Sex 


^ — ■ — ^11  marrieu  or  uivorceu  ^ 




(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband 

Condition , / 


f /r 


Age,  Years, 


*3 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 




(Single,  Married^  Widowed  or 
Divorced.) 


Residence, 


,,  Months,  't~~  Days.  Occupation, .. 

Place  of  Death,  N?.../../. ^ ^ ^ f- A f ^ . 

y . j y / Jy  ' (State  year,  month  and  day.) 

i t of  Birth, ^ 

Name  and  Birthplace  ) yz/ssy,  

Maiden  Name  and  ) 

Birthplace  of  Mother,  ) /?  / y / /y  I /j 

Place  of  Interment,  C ; / ± 

? - Y 

“ J ertaker.  ' 


!nialxa^&d'1 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age 
of  Deceased 


Boston, ^ 2r 190 y. 

‘ years. 


f6  } 3 ULr&£. y. Age,. I}-- 

I hereby  certify  that  I attended  deceased  from ,/ff 190  Y , to / 

r 7 ) /-£]  0 , 

190  ?)  that  I last  saw  alive  on  the  < day  of D 190  fg 

died  on  the  Orr.  / day  of 190^about 


that 


o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of — > death 

was  as  follows : . 1 * N\  jf-  — 

j Chief  cause, / 


Disease 


| Contributing  cause, 


f Chief  Cause, 

Duration  , 

| Contributing  cause, 


• If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURNJDF  A DEATH  (CITY  OR  TOWS.) 

Registered  No.  t' 

• | ^ / °Deathf  I 2r  1? 190  J" 

Residence f^r. T. .**? Age  ..years. rrTTT months.  Aj 

.day3 


FULL  NAME 

Place  of 
Death 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED,  , 

WIDOWED,  OR  ^ 

DIVORCED  C 


MAIDEN  NAMEt 
HUSBAND’S  NAME  * 


BIRTHPLACE! 


se.}. 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


OCCUPATION 


INFORMANT  § 


MAIDEN  NAME  * 
OF  MOTHER  < 

BIRTHPLAC^^ 
OF  MOTHER ! 

PFCYSICIAN’S  CERTIFICATE 


ed  deceased  during  last 

190 /C 

ief  devm  occurred  on  the 


I HEREBY  CERTIFY  that  I attended  deceased  durjng  last 

illness,  from^v?:  190  ,^to 

that  to  the  best  6J my  knowledge  and  belief 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

• : ^ s ^ <2 


Primary : 


. £ ' 


(DURATION) DAY  8 


Contributory : 


(Signed) 


(duration) DAYS 

M.D. 

I90.V?.  (Address).../^  /«  V. ; 7jfr. 




>%- 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death?  . 


Filed 


.190 


Clerk 


PLACE  OF  BURIAL  OR  REMOVAL!! 

DATE  OF  BURIAL 

UNDERTAKER 

ADDRESS 

•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ & 


COMMONWEALTH  OF  MASSACHUSETTS 


I u ^ 


RETURN  OF  A DEATH 

FULL  NAME  ....LuL,......CAiM^ 


. k! 

( CITY  OR  TO  Jf.) 


.Registered  No. 


Place 

Death 


Residence 


°' j.  W-^vLcV  («^t  lljLvJtw^,  ^ D0ea-.r  • Zlj (90  V 

. Age .l.Si... 


..years.. 


.months days 


z 

j 

Z _j 

t -1 

l £ 

u 


L E 


u 

a 


o 

i- 


V) 

u 

2 

< 

z 


t -» 
- < 


STATISTICAL  DETAILS 


SEX 


SINGLE,  MARRIED,  v 

WIDOWED,  OR  /* 


DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER! 

OCCUPATION 

INFORMANT  § 

i 

PLACE  OF  BURIAL 

OR  REMOVAL  II 

DATE  OF  BURIAL 

L /ll  e <- 

190  .. 

UNDERTAKER 

C / A r 

*.*•1  t/t  ^ 

ADDRESS 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  UUrTaLLCllUcJ  U 
WnBSI.,Trg||| 


cucaocv 


tf  UUhng  last 

i90“-tu-..-^r.a».^ iao_.  .., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


OaaXJUmJjJL- 


.(duration) DAY* 


Contributory : 


(Signed) 


. g. t.li 9 0 l..(Ad d ressxl?^«*^.%C.* 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death?.  . 


Filed 


190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

? State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery.  (* 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


RETURN  OF  A DEATH 


( CITY  OR  TOWN.) 


Registered  No. 

Dateof[  ^ 
Death 


.190 


& 


years. 


1 


months f. days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  y 

DIVORCED  < 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
! OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


y 


PLACE  OF  BURIAL  OR  REMOVALll 

| yf  /O'VX  -y 


UNDERTAKER 


DATE  OF  BURIAL 


190 


<r 


e^i 


ADORES^ 

h ■uzttz  r 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  '“'  y 190 to  ...  Ltr ^.....^.i, 190 ....Jd 

that  to  the  best  of  my/knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(X^\ 


5AUSE  OF  DEATH 


.(DURATION) DAY  8 


Contributory : 


miEi 

l90^...(Address)-  


yh A 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


...years . 


.months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


7 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Residence 


RETURN  OF  A DEATH 



Registered  No 

? r,r  

--  <7 


FULL  NAM 
Place  of 
Death 


■ Age... 


.years.. 


..months days 


STATISTICAL  DETAILS 


SEX  / COL0R  ’ ^ 


SINGLE,  NWrflW 
wteewtOr-^iR 
DTvewe&D 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


Birthplace 
of  father! 


MAIDEN  NAME 
OF  MOTHER 


W 


Y-Y<^>v  /.  / 


BIRTHPLACE 
OF  MOT 


OCCUPATION 


INFORMANT  5 


PLACp  OF  BURIAL  OR  REMOVAL  II 

/^yniAi  aCJ'ttC'i 


DATE  OF  BURIAL 


190 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 


illness,  l90&T..to  .190 ..$T., 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary: 


.(duration) DAYS 


Contributory: 


d& 


(Signed)..  •Ko. 

S ( .190  ^..(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

. § Name  and  address  of  person  giving  statistical  details. 

I Name  of  cemetery. 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


Name  in  full, 


Date  of  Death, . 

(Dfi&L&tJc A 


190 


F> 


(If  married  or  divorced^vomamgive  maiden  name,  also  name  of  husband.) 


Sex, TfVaJjL/. Color, S 


.Condition, 


r 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Years,  'V.  Months,  ^ & Days.  Occupation, 

J o V.  724NMD : Ward-r 


Residence,* 

Place  of  Death, 

Place  of  Birth, /s=Q. 


-cti  .$£>  LunlJ. 

(State  year,  month  and  daw 

Date  of  Birth, ./.Q 

Maiden  Xante  and  ) ( QjAcO/UL  / r ) J J?  y — 

Birthplace  of  Mother,  ) ^ f . . (/\  J f? / 

Place  of  Interment, ...  fff\ 

v ' Undertaker . 


Xante  and  Birthplace  ) 
of  Father,  3 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

oyiwiN  »/o  Boston, 190 

^ofLleasid fe } £>Vu4S* ^ U ■N- /<JS  Age, ymft*' 

I hereby  certify  that  I attended  deceased  front  ...£'.  **.....!  90ff , to  / f) 

190  , that  I last  saw  alive  on  the  day  of 190 

that.rr.  ..died  on  the  3 /.. day  of  190 about  /£,.  ^.O. o’clock 

A.M.,  or  P.M.i  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..^0\A4— death 
was  as  follows : 


Disease 


Chief  cause, .. 


Contributing  cause, 


f Chief  Cause, 

Duration 

Contributing  cause, 


•If  an  Institution,  state  how  long  an  lnmnte  and  previous  residence 


M.D. 


avjfiS?w>21 


1 4 ’07  37-T.M . | 


rr  s 


Name  in  full, 


$ CL<j  /(  3'° 

Permit  No. . A/  i.  C?. 

TURN  OF  DEATH. 

, MASS. 

' ' 3 


Date  j}f  Death, . 


i£ 


.190 


(If  married  or  divorccdlwoman  give  maiden  name,  also  name  of  husband.) 


Sex, y ’ Color, 


Age,  / & Years, 


r divorced  I w 


Condition,... 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


/ 


Months, Days.  Occupation ,/j 

Residence;  O /faC  f Ward, 

Place  of  Deatl3fy 


Place  of  Birth, ^ Date  of  Birth,. 

Name  and  Birthplace  ) . 


(State  year,  month  and  day.) 


of  Father,  > / / / 

Maiden  Name  and  ) 

,) 


Birthplace  of  Mother 

Place  of  Interment,... 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Ba&ssm*-- 


Name  and  Age 
of  Deceased, 


190 

years. 


_ _ : i>  - 

}.  — Ager 

I hereby  certify  that  I attended  deceased  from . f. 190 to 

i9d&,  that  I last  saw  ..alive  on  the  Z day  of.  r 190  ff 

that  y^C-  died  on  the  ^ day  of  — 1 9 O^f,  about  £ ^ ^o’clock 

' /> 

A.M.,  i vr—P-rM.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows:  — >/- 

j Chief  cause, . 


Disease 


Duration 


( Contributing  ^2^ 

Chief  Cause,  g/H-i—  *'  ' t'  C f 


I 


I Contributing  cause, 

_ _ 


M.D. 


' If  an  Institution,  state  iiow  long  an  i 


eS.'2l 


1 ' iJ 

/ r,  y^-nl  ,£t. 


' 


c? 


[4-’07*37-LM.] 


/ 


r 


Permit  No. 


y 


■'j 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

pJ 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, L Color, l/ff. Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  Years,  Months,  iL-  Pays.  Occupation, 

Residence,*?)/.  W.  ^ AsL  , ( ( Ward,  

Place  of  Death,  f)  7.  ( C A'  /lC^jr 

Place  of  Birth,. ill. SR.  Aff.  fi^Jf  Pate  of  Birth, 

Name  and  Birthplace  l A/f  ^ ^ 


cuj, 

(State  year,  mouth  and  day.) 


Maiden  Name  and  ffyf  fiA'Y  S.  c P ApPPr  St/ 

Birthplace  of  Mother 

Place  of  Interment, /Y JlC/P 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  pAUSE  OF  DEATH. 


I hereby  certify  that  I att/hded  deceased  from.....^fPs//...  ^ 190^,  to 

190  that  I last  saw  alive  on  the ^ ~ ...day  of 19ofjT, 

that /AsP. died  onthe day  of . 


190  fix  about ' o’clock 


A.M.,  •or  B.i M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  f}  4~yP'. death 

was  as  follows: 

( Chief  cause, 'Wr*dS~f.... 

Pisease  J 


Puration  ' 


| Contributing  cause, 

Chief  Cause, S?. 

Contributing  cause, 


^ li rCls&M 


1 If  an  institution,  state  how  long  an  inmate  and  previous  residence 


M.P. 


* 


|4.’07-37-LM.| 


r 


r 


r 

1 yyt 


Name  in  full, 


Permit  No. 

RETURN  OF  DEATH. 

BeSTON,  MASS. 


Dateef  Death, 

\Cl. 


& .190  J? 


(If  married  or^tUvqrced  woman  give  maiden  name,  also  name  of  husband.) 
/ _ 

Condition 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 


Sex,  N^yLcULe^. Color, 


Age,  Years,  Months, Days.  Occupation, /[1-. 


(State  year,  month  and  day.) 


Residence,* 

Place  of  Death,... 

Place  of  Birth,  ./frD.SrlilcJ^^  >r//.  .,.  Date  of  Birth, 

Name  and  Birthplace  ) (fc ^ Jyf \ (■ 

of  Father,  J NT  „ /T'  . fl  <N  i / /)  Jf 


Maiden  J 
Birthplace 

Place  of 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

^ j^CgAJ^vi  / Bosttm, /y. 190  ST 

Name  and  Age  j 

uaJL  fg. Age,  Sc../... 


of  Deceased, 


years. 


I hereby  certify  that  I attended  deceased  from  190  to.  h/ft 

/ ( n.li. up.  nn  i.b.p.  cLcty  of.  &// 


190  S%~that  I last  saw  alive  on  the 


19&C 


that.  JL ..died  on  the ,^T. day  of.  190  Sr,  about  S°f  yS  o’clock 


P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

j Chief  cause, .. 


IHsease 


Contributing  cause, 


jy /.a. 

f Chief  Cause, 

Duration  . df  P ft 

( Contributing  cause, 

CsS  1 rgfCffi^  X'  7K 


♦ If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

' r 


( CITY  OR  TOWN.) 


.Registered  No.. 


RETURN  OF  A DEATH 

FULL  

°Deathf  \ — -■■-■  ...%. 190  J 




Place  of 
Death  * 


Residence 


• Age. 


Death 

•Kf  3 


years ^T\ months /L  ■ 


days 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  yf.  } 

DIVORCED  C 


MAIDEN  NAMEt  ^ C^=ZZ 

HUSBAND’S  NAME  t 


BIRTHPLACE* 


a*- 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


IN  FORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


s^- 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  ..miZ.to  190.  .<T, 


that  to  the  best  of  roy  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary 


ry : — * 


(DURATION) DAYS 


(Signed) . . Y.  M.D. 

190.^..  (Address)  .9/.  .. , /.  ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


f - C? 


\ 

% 


‘X 


Jim. 


[4’07-37-LM.] 


/CT  (JL  &/  3'  fr 


Permit  No. 

RETURN  OF  DEATH. 

BeS9ECHN,  MASS. 


Name  in  full 


/Uj 

/f  . / Date 

/d  , 


// 


.190 


£ 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Urd  r>~y>  -aS 


$ex> /Iff... Color, .33. Condition 

(White,  Black 
Indi: 

Age, Years,  /o  Months,  ?/  Days.  Occupation, 

Residence, 7 Ward, 


(Single,  Married,  Widowed  or 
Divorced.) 


CL+<7  r 

ear,  mouth  and  day.) 


^ * IAS  t+wca&p.  Ward, 

Place  of  Death?-} ~ M A i 

^ r (State  yi 

Place  of  Birth,  ? • /&  jrtf  Date  of  Birth, 

Name  and  Birthplace  | ^ , /?  /rtf 


of  Father, 

Maiden  Name  and 

Bii'thplace  of  Mother,  , . ~ 

Place  of  Interment, /Nr... 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  J5F  THE  CAUSE  OF  DEATH. 


Name  and  Age 
of  Deceased 


^•V-.  I > 190.  k 


f } Cx  . Age,  /g, 

I hereby  certify  that  I attended  deceased  fron 
190*$,  that  I last  saw alive  on  the 


spears. 


"N  ■ 

"7 1 90  S,  to 

\ U 

...day  of , 

190%, 

• 190%,  about 

3 

o’clock 

and  belief,  the  cause  of. 

Sbb 

..death 

was  as  follows : 


Disease 


J 


Chief  cause, 

| Contributing  cause, 


Duration 


j Chief  Cause, ... 

Contributing  cause, 


\ J^AJ  » 


<^)  (it 


•If  an  Institution,  state  how  long  an  Inmntc  and  previous  residence. 


% 


M.D. 


or-- 


Permit  No. 


RETURN  OF  DEATH. 

BOSTON,  MASS. 

( Date  of  Death, 

Name  in  fall, . . 

' - ^ 


190 


z 


f 


Sex, zfZ.. Color, 


(If  married  or  divorced  woman  give  madden  name,  also  name  ot  husbanc^f 


Condition , 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 

V 


Age,  fff/..  Years,  S3  Months,  Days.  Occupation, N-f. 

' 


/ Nfa /. f /fafa..  /Af....:. Ward, . 


Residence,* 

Place  of  Death,  ^ 


~£T 


i 


Place  of  Birth, ..rNgff.CA.  < 

Name  and  Birthplace  } <-  ? i 

of  Father,  ) / * 

Maiden  Name  and  ) " C:  ■ 

Birthplace  of  Mother,  ) 

Place  of  Interment,. 


(Staje  year,  month  aud^ay.) 

Date  of  Birth,  r 

o ir 


Undertaker. 


Name  and  Age 
of  Deceased 


s>usi 

s; } ffcpyh  fa-  Slnhv 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, ~ / y 190  y "... 

Age,  gf.  / years. 

I hereby  certify  that  I attended  deceased  fromcJA^lfat.-..  /O  19ofa>  , to 
19  off,  that  I last  saw  alive  on  the  S.  day  of 

that  ^ ...  ..died  on  the  4*  day  of  19  off  about  o’clock 

■ 4.M r,-  err  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  5^44/ death 
was  as  follows : 


| Chief  cause, 

| Contributing  cause,  fafu, 

J Chief  Cause,  Osts 

Contributing  cause, 

/^t^C UfJC.  M.D. 

^ /&  *2  If  • 

1 (ffccrzff  /d  > 


Disease 


Duration 


• If  an  institution,  state  how  long  an  Inmate  nnd  previous  res! 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

' >r. 

RETURN  OF  A DEATH 

full  NAME JEldz.abeth Ann Prescott  Registered  No 

place  of  Death  * * * §..89  ...Cottage  Avenue 

Date  of  Death September  24  1908 Age 51 years .6 months  . . .9. days 


STATISTICAL  DETAILS 


EIITSICIAN’S  CERTIFICATE 


SEX 

COLOR 

SINGLE,  MARRIED, 
WIDOWED,  OR 

female 

White 

DIV0RCED Married  - 

MAIDEN  NAME  t _ _ . 

Elizabeth  Ann  Brown 

HUSBAND’S  NAME  t 

John  Prescott 


BIRTHPLACE  t 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

| illness,  from  190  i.to  190  ^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


-Boston'-  -Kass- 


NAME  OF 
FATHER 


Robert  Brown 


BIRTHPLACE 
OF  FATHER* 


(duration).  ...V^ DAYS 

Contributory:  


Ireland 


(Signed). 


MAIDEN  NAME 
OF  MOTHER 


(duration) . 




M.D. 


BIRTHPLACE 
OF  MOTHER t 


Eliza  Armstrong 


. . . . .V.  1 9 0 . T(Add  ress ) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Ireland 


OCCUPATION 


Former  or  How  long  at 

Usual  Residence Place  of  Death7. 


Days 


Housewife 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


INFORMANT  § 


Filed 


John  Prescott 


.190. 


Clerk 


PLACE  OF  BURIAL  OR  R EMOVAL II 


Mt  Hope  Cemetery 

UNDERTAKER  * 


DATE  OF  BURIAL 


ffes- 

560  Columbia  Road 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


Dorchester 


[4-*07-37-LM.] 


r 


S' 


Permit  Aro. 

RETURN  OF  DEATH. 


#.  L POSTON,  MASS. 


Name  in  full, 


Date/tif  Death, 


Sex, 


Age,  O 0 ...  Years, 


(If  married  or  divorced  woman  give  maldwioiame,  also  name  of  husband.) 

Color, Condition,  AAfA  fAc.PNf.d-- 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Months,  CPP^Days.  Occupation, 


Residence,*  /g  @(M  tit.  “T Yard, 

Place  of  Death,.  / y?  &QJ..aPL.  ty/MUD fSdN.dlA.. 

Place  of  Birth,. PlfA.ddppQ-AldCL.  Pate  of  Birth, 

Name  and  Birthplace  l Q.i  

of  Father,  ) p. 

Maiden  Name  and  [ \cA  VC (Nytf  /P* 

Birthplace  of  Mother,  )y  ^ y , A ^ • y ^7 

Place  of  Interment, 

WtMPv.iU'sU. 


(State  year,  month  and  day.) 


'Yds. 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  4DAUSE  OF  DEATH. 

•O  B&strm -e^u. 190  c 


Xa™DeZtstle  1 Age,  dd)  years 

I hereby  certify  that  I attended  deceased  from  A o 7 .wo  , to 

190  % that  I last  saw AflrP.. alive  on  the  V.S  day  of S±Nf lOOk, 

yj.t  u?r  Q NN-  , V , 

day  of e 19Qj  , about.../.. '..o’clock 


irs. 

/ >/ 


that 


(2!.± 


.died  on  the 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 


Disease 


I 


Chief  cause 


A 


( Contributing  cause, 

Chief  Cause,  . 'dsN 


C Chi 

Duration  - 

Contributing  cause, 


4 If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.D. 


>21 


[6-’07-!46-VM.J 


(FOR  POST-MORTEM  EXAMINATIONS  ONLY. 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  fall, 


Date  of  Death, 


, Qbdt.2, 


- Ccu  - 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex 


, Color, ClT'.. . . 


Condition, 1 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced. 


Age,. .A. (......Years,.  C(  Months,  / Days.  Occupation, 

Residence,  P......^NNN.. Ward, 

Place  of  Death,  Cjsjuajt 


, ^z>  S 

Place  of  Birth,  c-  <r..  ( ‘r-  Date  of  Birth, 

Name  and  Birthplace  ) * v_  . ^ C ' 

of  Father,  j 

Maiden  Name  and  ) (i 

Birthplace  of  Mother,  ) ^ 

Place  of  Interment, 


(State  year,  month  and  day.) 


Undertaker . 


MEDICAL  EXAMINER’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,  IaJY  ' 190^r7 


I hereby  certify  that  I viewed  the  body  of 
Name, 


was  . 


years, 

who  died  on  the  O^JL, ~ V day  of (y~Csfcy  . 190  N 

and ' to  the  best  op  my  knowledge  and  belief,  the  cause  of  [/\X^  death 
as  follows: 

Autopsy  

CawX.  A-*-  A 


Disease, 


Chief  cause. 
Contributing  cause. 


M.  D. 


, , 

V ^ 

J 


■ #S  i 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME  Registered  N 

Place  of  ^ }u  Date  of  i 

Death*  ) 1 ^ — 


{CITY  OR  TOWN.) 


Death  i •••••*••• ' ^ '90. 


Residence  ?. Age. 


..years.. 


.months days 


STATISTICAL  RETAILS 


SEX 


#r. 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  * 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALl] 

DATE  OF  BURIAL 

9 p 

190.'. 

UNDERTAKER 

(2-X't7  A . 

ADDRESS 

P JIT  SIC  I AN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  Iasi 

illness,  from. /..?.. <?!*?. 190 to.  W (o 190^. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary 


ration) ....  DAY 8 


Contributory: 


(duration) DAY8 


(Signed). 


.190 


Address) 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  oi 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


1 4-’07  37-LM.  | 


' A 

Permit  No. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex,  "ypl-ctlz,  Color, Condition,  ItPlOJMlcV 


JLs... 

(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Cf  \J  Years,  / y Months,  CCfNDays.  Occupation, 

J0  ''  Ward 


Residence,* 

Place  of  Death,  dgZ  JN  'al  ipptPcA  caJ. 


Place  of  Birth, 

Name  and  Birthplace  ) 
of  Father,  i 

Maiden  Name  and  ) 
Birthplace  of  Mother,  ) 

Place  of  Interment,.... 


(State  year,  month  and  day.) 


-o /f/flfjyN,.. Date  of  Birth, 

P/NLt,..=r.. 

CD, 

u 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, ,<f2  1 90 

"71ZLT]  Jg+J&l  years. 

I hereby  certify  that  I attended  deceased  from CAAZ...fA'.....190  A , to.j7f^A..^ 

190  that  I last  saw  fLL  .alive  on  the .$..P~P day  of  &/  AA J 190 

A,...-  .died  on  the  /0  . day  of ([]...  190  f,  about  A r AA  o’clock 


that 


A.M.,  or  ~FkM?,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows : A r A * /?  / j * 

( Chief  cause, PS? 

Disease  \ " 

( Contributing  cause, 

f Chief  Cause,  sgtfAyp... 

Duration 

( Contributing  cause, 



* If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


JL 


death 


M.D. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


( CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

FULL  NAME Registered  No 

piace  °f} | < 

/.J.2. Age X years- ^ montks. .>£ days 


> 


Death  * 
Residence 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER t 


<2 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER t 


OCCUPATION 


INFORMANT  § 


C^C- 


PLACE  OF  BURIAL  OR  REMOVALII 

P/'H'trCsC^^C  (3-* 


UNDERTAKER 


DATE  OF  BURIAL 

/ f 


190 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTLFY  that  I attended  deceased  during  last 

vK&£jtL. 


illness,  from I90^.:to  190.  §2 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  andjiiat  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


.(duration). 


Contributory : 


(Signed) 


W^!^./...l90^.(Address)...//2rrt).....^^1^^^^^^^~^ 


M.D 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at  X 

Place  of  Death? years...! months days 


Where  was  disease  contracted, 
If  not  at  place  of  death?. 


years..., monins 

0^ 


Filed 


.190 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information,”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[4-’07-37.I,M.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  fall, 


Date  of  Death , 


V'V  - 


it' 


wo  it?:. 

y 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, yXfjLsyi*  ./L ^<y Color, .... %. = - /N... . . Yy.c.  / Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Marpte#  Widowed  or 
Divorced.) 


Age,  ..^C  .(j..  Months, /^..^.  ..Dcctjs,  OGOzcjoccti/on, 

Residence,* 

Place  of  Death,. ...//' # 

Place  of  Birth, of  Birth,  j 


L/..  ('A . ../  /.....iff.  /t  i.  ./</.-/ 

I . . . Qy.,. ....  .:DC.,...  Sz/fr  r^.-r  rZUst*..  C. ./../.  N/.-. 

A .O/T  G J-'  / / /Ow  fN 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and 

Birthplace  of  Mother,  ) O ) ' ( /)  / * 

Place  of  Interment, ...7. )...A.....l.N:Cr..G.A.  '.. /y/7..fP.yGpN.. y/.LADCG...Jfa..£..y . <t/ 


( N Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age 
of  Deceased, 


190 

y Age,  py  <C%jears. 


I hereby  certify  that" L attended  deceased  from  . $f)f90  J.to 

190  ff^that  I last  saw ..  f alive  on  the /O-  /?. day  of. 


that 


gLied  on  the 


/£ZfN»yof. 


A.M.,  oJ and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 
was  as  follows: 

j Chief  cause,....  Jfg 


19<p/T~ 

190/),  about o'clock 

<X7 death 


Disease 


Contributing  cause, 


f Chief  Cause, 

Duration  , 

I Contributing  cause, 

I / 

zffNhty 

* If  an  Institution,  state  how  long  an  inmate  ami  previous  residence. 


<=>  l 


; 

' ! 


•*>  . 


PERMANENT  RECORD 


O 

u. 


. 


J 429 


< u 
m 

(A 

- o 
w h 


I W 

r* 
* < 


* S 


COMMONWEALTH  OF  MASSACHUSETTS 

CITY  OF  SOMERVILLE 


RETURN  OF  A DEATH 


l FULL  NAME 


, ,.  . / Registered  No 

iS  /-vu 

{Name  of  Hospital  or  Institution  if  tiny)  (So.)  (St.rpefy 

iSd'ence  J&L . . . A,:„  ^ 


190  W 

years  .. ^'Lmonths  4>4^days 


MAIDEN  NAME 


If  a married  or  divorced  woman , oylridou 


HUSBAND'S 
FULL  NAME 


• HEREBY  CERTIFY  that  I attended  decgased  during  last 

illness,  from  . J 0 190$  to  I90^T  , 

that  to  the  best  ot  my  knowledge  and  belief  death  occurred  on  the 


birthplace  Give  state  or  country ; also  city , town,  or  coimt  y , if  known 

l/P*  


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 

(tire  strife  or  country ; also  city , town , or  count  y,  if  known 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER 

d ire  stole  or  country ; also  city , town, , or  county,  if  known 

OCCUPATION 

INFORMANT  ’S 
NAME 

Peufion  yiriny  at  at  ist  ical  drto  Us 

ADDRESS 

(No.) 

( Street ) (Town  or  City)  f 

PHYSICIAN’ S CERTIFICATE 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows  : 

(If  a soldier  or  sailor  who  served  in  the  war  ot  the  rebellion  both  the  primary  and 


Primary : 


Contributory ; 


( DURATION  ) 


(Signed) 


( Address)  ... U^ 

(No.)  ( Street ) 


; 


M.D. 

( Town  or  City)  j 


PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 


I 90c: 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,  or 
Recent  Residents. 

Previous  Residence 

How  long  at 

Place  of  Death?  Years,  Months,  Days 

Where  was  disease  contracted, 

, if  not  at  place  of  death? 


( Town  or  l ily,  and  Stale ) 


Received 


UNDERTAKER  S 
NAME 


V~  Tltil- 

32  W 

f So.) 


190 


Filed 


( SI  reel ) 


( Town  or  lily) 


Agent  of  Board  of  Health,  appointed  to  issue  burial  permits 
190 


City  Clerk 


j 


[4.’07-37.LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date  of  D^ath,../} .... 

/sC?.r.  . 


190 


(If  married  or  divorced  womamglve  maiden  name,  also  name  of  husband.) 


Sex, Color, ....  QMdJsL...... ...Condition,  OmoajaLNj 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian . pt,o. - Divornpd  W 

bfffYears,  Cs^— Months,  F~~r~.  Days.  Occupation,  / WlAAdJAl 

, / - ~ y — . / ^ 7 ^7  /I  , — w s-i  . - f/— — 

Residence ,* 


Age, .... y°'  0 Ye ars,  CS^— Months,  ...WN~.-.  Days.  Occupation,  ./WflMl 

INadNWtf  .7  /U!--> Ward 

Place  of  Death,.  ^ 3 ^.  (^1-tnM.  tcpA.. . . nJnwaJQ.. 


Place  of  Birth,.  '4  /in 

I 


(State  year,  month  and  day.) 


CL/ Date  of  Birth,. 


Name  and  Birthplace 
of  Father, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

-Basi&n, 190 

Name  and  Age ) fj  g r> — 

of  Deceased,  I r'  - Age, if 6 years. 

I hereby  certify  that  I attended  deceased  from /..rtULldO  r~,  to. 

190 Sc  that  I last  saw 7p Crt^v. alive  on  the ...  day  of 190  r3 

that  ^Crr. died  on  the day  of 190  Wf about  ...Arif. o’clock 

^ if  if  j m_  r If  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows:  » 

( Chief  cause, C&A/yf 


Disease 


Duration 


( Contributing  cause, 
j Chief  Cause, 

Contributing  cause, 


i f/A. 


M.  IX 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


cx 


r 


' 


, 


* 


COMMONWEALTH  OF  MASSACHUSETTS 

+ 

RETURN  OF  A DEATH  x ( CITY  OR  TOWN.) 

FULL  NAME....^.^T^  ...Registered  No. 

i \ o r 

Residence  Age....frr^TT^^. years y...^. months... days 


STATISTICAL  DETAILS 

SEX  - COLOR 

-Wig 

r,  MARRIED, 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF 

BIRTHPLACE 
OF  FATHERty-. 

MAIDEN  NAME  / 

OF  MOTHER  * ' /j  1/ 

BIRTHPLACE 
OF  MOTHER* 

V 

f OCCUPATION 

V 

INFORMANT  5 

PLACE  OF  BURIAL  OR  REMOVAL!! 

DATE  OF  BURIAL 

UNDERTAKER 

ADDRESS 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  du^'ng  last 

illness,  from  X-r  (o I9ai..  to  190^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF^pEATH  was  as  follows : 


Primary^ 

D_ 


.(duration)  cm...  . DAYS 


Contributory : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents.  v 

How  long  at 

Place  of  Death? c^... years months days 

Where  was  disease  contracted,  — A , S 

If  not  at  place  of  death?..... !. TTT.T^T..'. 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK.— THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

DEATH 


FULL  NAME 

Place  of 
Death  * 


RETURN  OF 

r. 


{CITY  OR 
t. Registered  No 


} ^ [ J&tXl 190  r. 

- * ->•*  f 


....years.. 


.months days 


STATISTICAL  DETAILS 


SEX 


ccuop 

UrVuJJu 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


Maiden  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 


MAIDEN  NAME 
OF  MOTHER 


■aj  : ■.  . 


BIRTHPLACE 
OF  MOT 


- 


£UrQJz~  7u<***, 


OCCUPATION 


' (W 


PL4CE  OF  BURIAL  OR  REMOVAL!! 

J 


kRER 


> \]TwL0 


at  c n c diioiai 


DATE  OF  BURIAL 


190  . 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  A oo  L.to &f#T...S i9o.ir^i 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary : 


.190 


(Address)^  VS!.. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


|>-’07-37-LM.] 


S 


. - -yi  vgr~  V % t 


' * 


y //L^^  Permit  No. 

RETURN  OF  DEATH. 


Date  of  Death 


Name  in  full; 


,o#^  £ 


.190 


Sex, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Condition, 


..Color, 


(White,  Black,  Mixed,  Chinese, 

Indian,  etc.)  ^ 

^ ^ /v-c^  -i'  / ~J-  i 

Age,'— Years,  Months, Daijs.  Occupation, g. 


Residence,* . dsffP 

Place  of  Death,  n * v 

Place  of  Birth, Oate  of  Birth, 

Name  and  Birthplace  \ y*tL)  9y. ~ 


Hard , 


(State  year,  month  and  day.) 


of  Father, 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment,. 


}- 

,1- 


foe* 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

^h^r-^y  - 7 loot.. 


Name  and  Age  ) 
of  Deceased,  ) 


Boston,. 

f/7\  ^x_  Age,.,  d years. 

T hereby  certify  that  I attended  deceased  /roro  F.  190^,  to 

190  , that  I last  saw  alive  on  the <F.. day  of.  ^ 1 /'">A  - 19oF 

that  <r^hyLf^...died  onthe  <F  day  of  I , 190*6,  about  ()  o'clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. 

was  as  follows : j , ^ 

( Chief  cause, <<». 

Disease  ’ 

( Contributing  cause, 


. death 


Duration 


j Chi 


Chief  Cause, 


Contributing  cause, 


M.D. 


' If  an  Institution,  state  how  long  nil  inmate  and  previous  residence. 


‘ ^ 


-I**., 


■ 


~ 


COMMONWEALTH  OF  MASSACHUSETTS 


/ , RETURI 


RETURN  OF 

ZZ 


DEATH 


FULL  NAME 

Place  of  Death  •'  Z.-Z  tZ-Z . *'  ■ ■ / S ' S Z.'.'- 

Date  of  Death <£... Ago 


.months ^.^rrr. days 


STATISTICAL  DETAILS 


SINGLE,  ht-AnniED, 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTH  PLACET  r ^ > 

^ s3  Z P^ZZZZV  L- 


f 


NAME  OF  * ^ 

FATHER  Z ^ /7  CTZ 

> Z z gjyZZZZL  ,zk 


Zz 

A 


'ZzZ 


ZZ( 


BIRTHPLACE 
OF  FATHER  t 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


2^^  zV 


PLACE-OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


ADDRESS 


'u/r  <z. 


PHYSICIAN’S  CERTIFICATE 


I HEREBY^ CERTIFY  that  I attended  deceased  during  last 
illness,  from  190,.  ...to /...C%Z../^L...\90-£^, 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was 

Primary: 


(ou  ration).! DAYS 


Contributory 


duration; : 

AAAA- 


(Signed) 


Address) 


, % ~ I..—  - 


M.D. 


SZ"- 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or 
Usual  Residence. 


How  long  at 
Place  orDeath?. 


Days 


Where  was  disease  conflicted, 
If  not  at  place  of  deathi 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Z Name  of  cemetery. 


<7^ 


'it  / 7 

tY,  '1°  * 


1 4-’07-37-LM.  J 


/ 


r 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

/ i 


4^, 


l,..  7 t — .190  


Name  in  fall,  .... 

AA  l A-ArN 


Date  of  Death, 

L..C.. 

A.  A e:i^ 

^If^jl&rrled  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

7s 

Clnn.dn.ti.cm.  fay<  <=^cn 


Sex, pc*  * c*-A:S.:. Color, ffP  PPlNAN:. . Condition, A.  / InAnC.AI. 

Age,  ...AAL.  Years,  ^ ^ Months,  /...A  Days.  Occupation, t 

Residence,* / A Q. Pf  p*  **—- * 

(State  year,  month  and  day.) 


Place  of  Death,  ,/....AA.. A. 

w W - ^otavc  rcai,  muui 

Place  of  Birth,  o/  <.  f A A. 


Name  and  Birthplace  ) .QaAjAAA  gi^r  s..  'At, M.. 

of  Father,  ) • ) 

Maiden  Name  and  ) N~  ( si  ^ s\  , NTPC  P P C?*  ‘ V CZ.~  s AsD 

Birthplace  of  Mother 

Place  of  Interment, 'A, 

Xx  s$  l 


- <P-' 


P A/p 


l ...  a.^AnA.'.. ^An  y £-  s t.  ?t, 

) ^ ' 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Bvstmt,  "AAC  < AAzf 190  g . 

^foZtfdT  1 A Age: g'Z  years. 

T hereby  certify  that  I attended  deceased  from AlPAfls.  / 190c  , to 

J90  ] that  I last  saw  A-  *-  alive  on  the / / day  of  A^r  ^ , 190  f, 

that  A 'b-  ..died  on  the  / day  of AprPP\ 190 f,  about  Ar  AAIo’ clock 

1 s/ 

P.M.,  cr  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  ^ PC  .....death 

was  as  follows:  //  , / r 

j"  Chief  cause, /nA&+P^......m..  (AAs/rPPSiA. — 

Disease  (C  /a  £L 

( Contributing  cause,  ...  ..tz 


J?  — 


Chief  Cause, 


Duration 


f 

Contributing  cause, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


&C~.....  M.  D. 


>21 


9^ 


|4.’07-37-LM.| 


' r 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

^ 9 in 

Bate  of  Death, Z./.<ZA.. 2 Z.~ 190 

Name  in  full, fg2z2/^r.. Z^.  


£ex, S/ZZ?*:  * &<rZZ:  .. Color, 


(Ifjuarried  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

^ Zx_.  Condition.  c ^Z<jn 


s\J 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ...2  ^L.  Years,  2 ^ Months,  / ^ Bays.  Occupation, 

Residence,  * / Z A...., CZZl  > 

fZ^7-  <- — . 


Place  of  Beath,../....2ZZA. 

9 /J  (State  ^ear,  mot 

Place  of  ^ ^ ^ 7z. , . . .<? . . Bate  of  Birth, Z€....  2 J 


(State  year,  month  and  day.) 


^ C 

i cz^  n zzuZ  * <-t.  ?c  ^ 

, ) ' 


Name  and  Birthplace  ) ...2lZz^£c  <SL  r . .v  '7/. Zf... 

of  Father,  ) 

Maiden  Name  and  / S~P~i.  CZ^-  A C 7 •*"  t^c/~^ZAZCf 

Birthplace  of  Mother,  ) ,-p  ' //  - — a 

Place  of  Interment, Z'-ZZ  - - - - ' <-Z-N  Z Zz 


tc 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

.?...£> i^/;. 

^opDeleas^dT  1 >.  fZ  years. 

I hereby  certify  that  I attended  deceased  from /^?..f^'.../.  190*  , to 

190{ ")  that  I last  saw *-  ..alive  on  the rffij/  o/  ^ilZfZr  190 1 , 

that ZZ^*r:.z..died  on  the /.^....CT. day  of  2Lr<SNs 19  Of,  about  *}'  clock 

1 > 

.‘fill/'.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows : 

j Chief  cause,.... 


Bisease 


?, ^ AU.^4 


Contributing  cause, 


iA 


f Chief  Cause, 

Buration 

( Contributing  cause, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


tCZ.....  M.  B. 


>21 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Dftjath 

Name  in  full, 


, >-  77.  190  P 

5 


Sex, . 2M> qJjll Color, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

t 


. (White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


.Condition,. 


Age,  Years,  r^~~~  Months,  O-^Dat/s.  Occupation, 

Residence,* Ward, 

Place  of  Death, //. i./. /. y..j. 


(Single,  Married,  Widowed  or 
Divorced.) 


(State  year,  month  and  day.) 


Place  of  Birth, /, //.. ...  JOate  of  Birth, 

Name  and  Birthplace  | *77^ . .,.77777. 

of  Father,  ) ^f\  f ^ / 

Maiden  Name  and 
Birthplace  of  Mother 


corcu.. 


<&huof...c^L). 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

BesUon,...  cAfn/r.  Jl  X. 190  fr 

''NhZ'Nt  1 .,<N  N..Zg.  ■ XCL.-y^ Age,  O years. 

I hereby  certify  that  I attended  deceased  frdmf.. 

190  , that  I Utret^tbw  '^P. ~..f2&k±77...alive  onrlNe day  of CPfcfW...LSL 190  7 


that. 


.died  on  the day  of 190  , about o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows: 

j Chief  cause, ~ 

Disease  \ 

( Contributing  cause, 


Chief  Cause, .... 


Dura / ion 


f Chi 

( Contributing  cause, 


(r. 


•If  an  Institution,  state  how  long  an  Inmuto  and  previous  residence. 


M.D. 


[4-’07-37-LM.] 


' r 


Permit  JVo. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

V » Condition.  /2^QAaSjcC 


(Single,  Married,  Widowed  or 
Divorced.) 


Sex, f\AAXJL#J Color, Condition,. 

(White,  Black,  Mixed,  Chinese,  ( 

Indian,  etc.) 

Age,  S'/  Years,  3,  Months,  ■zu  Days.  Occupation,  /S) Id^QJAAvc 
Residence, * V&AL&rr. Hard, 




Place  of  Death, 

Place  of  Birth, 7/)/UlAM.  Pate  of  Birth,. 


(State  year,  month  and  day.) 


Name  and  Birthplace  1 ~ 


of  Father, 

Maiden  Name  and  ) /ZffypiMSCt 
Birthplace  of  Mother,  ) M 

Place  of  Interment, JPlrxAzffZw  /*.  AQ 


YziJLn4..c>/j.. 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Marne  and  Age 
of  Deceased, 


, 7U: 

fc AL& '1 

9£ZL,.‘r, ./{/.... 

Age, S7. 

S^Z.gy.f.r.. 

1 9 o5  , t<rr/~. 

2^./..,. 

day  of STfjLretMD.. 

that 


, that  I last  saw  X&L. .alive  on  the 2^ ./...* day  of.  190%, 

..died  on  the day  of.  j^tgoC...  * 190  \ about  S... o’clock 


A.M.,  ov—P-rM-.,  and  that,  to  the  test  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows:  yp  y,  . 

( Chief  cause, 

Diseased  X/°  (Ty  , / 

( Contributing  cause,  </ cr?Cf 


Chief  Cause,.  ^ 'f>r^  inf..* 


Duration 


f Chi 

l 


Contributing  cause, 


• If  an  Institution,  state  how  long  an  Inmate  ami  previous  residence. 


Kj 


..... M.  D. 


*21 


- ■ — 


o 


[4-’07-37-LM.] 


Sex, Color, ...  JfAi/S. Condition,  .^4 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


TWhite,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 




Xante  and  Age 
of  Deceased, 


Age,.  n years. 

I hereby  certify  that  L attended  deceased  front 190^,  to 

190  that  I last  saw ..  alive  on  the day  of fir:.Pr.V'....- 190 

died  on  the day  of...fcf?~l?:  ..r. 190^,  about 


that. 


o’clock 


or-P-rM.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows:  fi  . ’ > > /?  < r 

j Chief  cause, — 


Disease 


{ Contributing  cause,  


(TkJL 


C Chief  Cause, ... 

Duration  \ 

Contributing  cause, 


•If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


ils*r*r* ~f 

M.  e.ik 


Jjrm 


M.D. 


— 


V I" 


. 


— — 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


DEATH 


FULL  NAME 

Place  of 
Death  * 


{CITY  OR  TO  WN.) 

Registered  No. 


•2,7''  ,90/ 


Residence  ...r Age. 


5 / 


..years.. 


■3. 


..months days 


STATISTICAL  DETAILS 


SINGLE,  M^RniFD,  . 
WtesWED,  OR 
DIVQBC60 


MAIDEN  NAMEt 
-HUSDAND'O  NAME  t 


BIRTHPLACE  t 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 


OF  MOTHER 


BIRTHPLACE 


OF  MOTHER  + 


OCCU PATIO 


/§ 


c-ELACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


I S-  V-'I  UUI1IHL 

1. 


AD{>ft^SS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  ( £ 190  Vr.to  7 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  ttat  the  CAUSE  OF  DEATH  was  as  follows 


Primary : 


(Z$H ’LAri/h..  // 

Contributory: 


.(duration) DAYS 


(DURATION) DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information,"  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  j also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

1 Name  of  cemetery. 


°ri 


>7/  ^ ^ a ^ 


14’07-37-LM. 


' r 


Name  in  fall, 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

Bate  of  Death,  Ofay.. 1..1 190  J 


Sex 


UlUillVU  U»  » » UlUUU  gl!V 

, Color, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Condition , 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age, Ns.  Years,  X Months,  Y-N-  Bays.  Occupation, 

Residence,  * /t.-Y- C f e 


re  er 

(State  year,  month  and  day.) 


Place  of  Death, 0. ‘.S. 

Place  of  Birth, le. '.5. Hate  of  Birth, .9  ? 

. ...CN*..  - 

l (N  -V  CK.  . C*rrfrNf ^ 

--  ' N — / ^ -» 

Place  of  Interment, .......  frNNAN: 


Name  and,  Birthplace  ) 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston , £.£.*. 190 <£.. 

Name  and  Age  ) y1 ^/  / _ * - 

of  Deceased,  ) A.U. <LI***. J: 

y -Ng?  ■ % -5 

I hereby  certify  that  I attended  deceased  from '. . N.C.. . lb 

190  , that  I last  saw  X=Y * alive  on  the iX.-rX.. 

that ^zZzdied  on  the day  of  Yr. It. 


day  of. 


, C.-t/ears. 

, to 

— " 

-r^rTTsTTr...  * 

190  Y 

about  N 

o’clock 

of. 

death 

was  as  follows : 

j Chief  cause, 


Disease 


-.  Sn  . 9...1  <»  r.  . .C»i.  J . • 


Y 


S~7/'  - ' ' 

| Contributing  cause,  p£_. X. X.s 

f Chief  Cause 

Duration  . ~ , 

Contributing  cause, Or . t. 

if. •*/.  z>. 


^C' 


K)2t 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


, RETlJbRN  OF  A DEATH 


( CITY  OR  TOWN.) 


FULL  NAME  .'. . KA.. > Registered  No. 

^ Death*  } • ^ sL  ^eatlf  \ ../.£****-«.& 190^ 

,...77?.. .years Kji. months. . U ..days 


Residence  H .ft-. ^ Age 


STATISTICAL  RETAILS 


SEX 

fi7 


COLOR 


SINGLE, -MARRIgO, 
WIDOWEd;  Ofh» 
PIVOf>«f.D- 


MAIDEN  NAMEt  /O  -/—A 

/ ■ t -y  -v — — . 

HUSBAND’S  NAMEt  ^ 


It 


BIRTHPLACE! 


^LtAA.r  / f -(  / l > < 


/ 

<ucc^cAi 


V 


NAME  OF 
FATHER 


■' >l_J  (XaJ~k^cK^ 


BIRTHPLACE 
OF  FATHER! 


^aJ 


MAIDEN  NAME 
OF  MOTHER  ,/  y 


if 


<U\ 


BIRTHPLACE 
OF  MOTHER! 


/) 


-JU.  IK' 


OCCUPATION 


informant! 

A 0 (kAA&s  1 


X,  f <L&> 


PLACE  OF  BURIAL  OR  REMOVAL  II 


\6, 


UNDERTAKER 


fi 


7 


DATE  OF  BURIAL 

..^C. 190.  .2. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from...  l90^..to..^Tr^.<...-:....?. i9oir. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

1 : . s s^£K.i 


Primary : 


Contributory : 


OSL. 


7. 


(durati  on) ,^L.  • DAY8 

& 


ion) 


<J 

(Signed) M.D 

/ / ' 

f6Q.Kr.^ l9dS^?(Address) . . . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number.  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


c 


) 66 


JrslA/trvU 

/Qjlcs  ns  ^//  & ^ 


Permit  No. 


RETURN  OF  DEATH. 

BOSTON,  MASS. 

Date  of  Death, ^......190  <.L. 

Name  in  full,  ....iSa^^^L..x (2.:^Zs. 

ffl/  L C/IflS*  . 0 . pfUl-' 

Sex,  /Zc 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Color, : Ax^v<_  Condition, 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  ..A.....  Years,  ' Months, /Days.  Occupation, <r„ ...if... 

Residence,*  ..A'  ^ <pNr*~<-- ^K.  Wxer&y 

Place  of  Death,. ^€^...../grr^rr:.  '..«. 

Place  of  Birth,  ....A^<..^.<kC<r^!^.!f<^. Date  of  Birth, 

Name  and  Birthplace  ) 

of  Father,  I ' / ^ ^ ? 

Maiden  Name  and  ) <u  /L  . ^ <*.-  f^TT:  ^ ..... Sjfo. .-.  A/lr^r.^. .*-<  A < -.  Z\  Jf/i 

Birthplace  of  Mother,  ) * 

Place  of  Interment, *:Z. P../0. 



Undertaker. 


(State  year,  month  and  day.) 

£ • / f*J-J 


r £— 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

> 'sintefl.. 190  rl. 

"TLTLT  } _^SL 0l,...£k^S* 


of  Deceased.  I > ‘ -v  •“  ••' &**'  Age,.  ..A.i.  years. 

I hereby  certify  that  I attended  deceased  fromZ.£.<tt..:....'>r.:J. 190  , to.  ^ ^ ^ . 

190  V,  that  I last  saw  alive  on  the ,'^....~ day  of. ZZZurQ. t 190^, 

that  M^r.....  died  on  the  *5~  day  of 190  , about  N/' '//.o  clock 

// b 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  death 

was  as  follows: 

( Chief  cause, *.*.>.  <=*  ■* 

Disease  \ 


Z gj  a » a.  f 

* V 


>-«  *?<U,  f*.  O <ZX-r  £ 


Duration 


Contributing  cause, 

Chief  Cause,  /j  .<?..^«r  .ftl,. 
Contributing  cause,  ^...f?r.t. .Y.MN. 


2/M 


■C^y\^y 


M.D. 


•If  an  Institution,  slate  how  long  an  Inmate  and  previous  residence. 


' 


0 

°Q, 


\ 


[4-'07-37XM.] 


' r 


Permit  No. 

RETURN  OF  DEATH. 

A 

MASS. 

Date  of  Death, DdC.  10,  1908* 

Name  in  fall,  ...  M argar s t.  S ......  S park!  in. 


190 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Female Color, /hits Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  30 Years,  5 Months, 5 Days.  Occupation, Book-Keeper. 

Residence,*.  81  Somerset  Ave;  Winthroft  Mass:  Ward, 

Place  of  Death,  Met  calf  Hospital,  IViuthrop,  Mass: 

Place  of  Birth, Cordova,  Md: 

Eugene , Talbot  Go ; Md: 

Talbot  Go;  M: 




(State  year,  mouth  and  day.) 

Date  of  Birth,  July  5,  1378. 


Name  and  Birthplace  I 
of  Father,  ) 

Maiden  Name  and  i Mary  Hardesty, 

Birthplace  of  Mother,  j 

Place  of  Interment, Uinthrop,  Mass: 


J?- 


^5? 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston* N)  //_ 190  N, 

i'*  A ss  Age,  ' o 


Name  and  Age) 
of  Deceased, 


years. 


I hereby  certify  that  I attended  deceased  from  ^ 190<f? , to 


190  fChat  I last  saw 
that.  ’..died  on  the 


alive  on  the Si?. day  of S?  ^ 


19  of; 

1 90f,  about  ^ ' SSo’- clock 


Jt.M.por  P.M.,  and  that,  to  the  best  of  my  knowledge  and,  belief,  the  cause  of 
was  as  follows: 

j Chief  cause 


death 


Disease 


Contributing  cause, 


»n 


f Chief  Cause, 

Duration 

( Contributing  cause, 


* 1 f an  Institution,  stnte  how  long  an  Inmate  anil  previous  rcsldenc 


M.D. 


COMMONWEALTH  OF  MASSACHUSETTS 

OF  A DEATH 


(CITY  OR  TOWN.) 


RETURI 

FULL  NAME ^ ✓ Registered  No. 

"* * * §“  of  1 ' ,90 


Death  * 
Residence 


Age 11 


3 


.years.. 


months.. 


.days 


STATISTICAL  DETAILS 

SEX 

Va 

COLOR 

SWCTtE,  MARRIED, 
DIVORCED 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE* 

/ ^ 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER* 

>\.W" 

MAIDEN  NAME 
OF  MOTHER 

\ 

BIRTHPLACE 
OF  MOTHER* 

J / / ''V 

Tj  ; v't/uw  J ^ 

OCCUPATION 

l 

0 / ^ S 

) 

**s. 

INFORMANT  § 

(I 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

190 

UNDERTAKER 

$ 

s 1 

i A ft  , , 

jl aJ  A ^ 

ADDRESS 

~J/ * 

./ 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from.......... 190 to 190  .. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(DURATION) DAY8 

Contributory: 

(duration) DAY8 

(Signed) M.D. 

190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


, How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF 

FULL  NAME 

Place  of  Death  "... 

Date  of  Death /fc ?£.<?.  f~.. 


A DEATH 

TVy..  Registered  No. 



Age .years..  £L  .months . s?. ..days 


STATISTICAL  RETAILS 

SEX 

COLOR 

vr, 

GINGLCrMARRIED, 

wteowc^,  of>» 

D+VOBCEO 

MAIDEN  NAMEt 

HUSBAND’S  NAMEt  



BIRTHPLACE  X 


t£. 


NAME  OF 
FATHER 


£>£1 sltA 


BIRTHPLACE 
OF  FATHER  t 


^a^Z^tsUA.  0XJL 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERt 


a^.  <£ . S^/2^/ 


/A 


OCCUPATION 


£L 


AC^-Aj&SJ 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


'4£sh*4stsr-v>C'  Si/tA±£t  f?.....  190  bC. 

ADDRESS 


UNDERTAKER 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from J..0.. 190  S-  to ^/...^/ 190  fgrt, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


ie  CAUSE  OF  DEA' 


Contributory : 


: ' 


hon).. 


...A c 


. (duration). DAY 


M.D. 

.190  A (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  ZTO  -/  rfUv/  How  long  at  jA 

Usual  Residence. ...V...J....fTTTT......T^T7. Place  of  Death?  


Days 


Where  was  disease  contracted 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow.  fr 

t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery, 


10-2, 


,n  (J  * 

tKVs^tJt  /^o't 


ALL  NAMES  TO  BE  IN  FULL 


0 

K 

0 

0 

Id 

e 

h 

z 

Id 


* 

h 

3 

3 

J 

J 

i. 


COMMONWEALTH  OF  MASSACHUSETTS 


(CITY  OR  TO  W\ 
Registered  No. 


RETURN  OF  A DEATH 

FULL  NAME 

Death*  1 ^U\Vv^cvv  St  Death  [ /£>  ( ?)...I90  ij 

Residence  ..  ^ ^ ** Age.-tP^X ...years months days 


STATISTICAL  RETAILS 


SEX 

'TUclU 


COLO 


■SINfttrE,  MARRIED, 
mcoiwft  an- 
ri'i'nnrsR  - 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

{ 

NAME  OF 
FATHE" 

BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME 
OF  MOTHER 

C/(y 

BIRTHPLACE 
OF  MOTHER* 

/ JyV/v4^llyiyiyc^ 

OCCUPATION 

/S//G 

INFORMANT  5 

y 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

6...  190  .5^ 

ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  ttot  UeMoiluJ  JilWUlJ  Uuilllgfast 
illweasi  fi'um r?.' 190.."., 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  




Contributory : 


' 


(ouration) OAVS 


(Signed).../ 


M.D. 


.190 (Address) 


. x^VrH.45 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death 7 years  . 


. months days 


Where  was  disease  contracted. 
If  not  at  place  of  death  7 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


/{Zul-  / L 


K 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


RETURN  OF  A DEATH 

.CEL . ..'  4 


(CITY  OR  TOWN.) 


Place  of 
Death*  S' 


Registered  No.  ^ 


/ °Z*  \ *&**zAM ,90  ft 


cP 


years months 


JL. 


. .days 


( -J 


D 

Li. 


t U 

m 


o 

i- 


co 

UJ 

s 

< 

z 


-I 

J 

< 


STATISTICAL  DETAILS 


SEX^_ 


COLOR 


SINGLE,  MARRIED, 


widowed,  or 


DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


— — > ,/ 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER ! 


7^ 


OCCUPATION 


INFORMANT  5 


*0 


Zaaa 


/Zac 


PLACE  OF  BURIAL  OR  REMOVAL  II 


<5*(f  ^Wvv. y£\r> — ; T>v- 1 


UNDERTAKER 


C-  /?•  <?« 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN’S  CER  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from...  yLc..  ..J.fy......  l90ilto.  I9oZ, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


(duration).. .*N<. DAY* 


Contributory: 


(duration) DAY8 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


(22.  — » 

" f f a ^ 


COMMONWEALTH  OF  MASSACHUSETTS 

' r 


K 


RETURN  OF  A DEATH  ( CITY  OR  TOM' N.) 

' c'  RoaictereH  Nn  45  O 


Death 

Residence 


months S days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  <2,  . . ^ Jo 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


SO 


.0 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


0^7 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


^/J/' 


UNDERTAKER 


C^>, 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  2, 190^^0.  -^&«-C^£^£l90.g, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  ...  z>. 




Contributory: Jj 


■ (duration) DAY  8 


(Signed)....  csJwMA' 

Address).... 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country)  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
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Ik 


U 

m 
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H 


(0 
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S 

< 


-i 

< 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  (CITY  OR  TOWN.) 

FULL  NAME  Registered  No.  46^ 

pr,;.  s * }..  ». 


Residence rr.. r7....7...7.:. Age. 


.fe.Z.. 


. years.. 


.Z..£. 


.months^~t  r. . ^ days 


STATISTICAL  DETAILS 

SEX 

COLOR 

SINGLE,  MARRIED, 

WIDOWED,  OR  s-t  /] 

divorced  yTr 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF 
FA™E8 

BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLAC^' 
OF  MOTHER ! 

OCCUPATION 

INFORMANTS 

PLACE  OF  BURIAL  OR  REMOVAL  1! 

DATE  of  burial 

p 

190..: 

UNDERTAKER  T 

ADDRESS 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  ...Z§Z^..(ZZ  l9oZto.!^>^?rr??r..,...?r.£. 190  Z.,- 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(duration) I. DAYS 


Contributory: 


, M,.&. 


(duration) ^ DAYS 


(Signed). 

..5t<*...  I9^^T.  (Address).. 


M.D, 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 


y 


o 

b. 


U 

03 

o 

H 

<n 

IU 

£ 

< 


-i 

< 


STATISTICAL  DETAILS 


SEX 


-/({a-Cc — 


COLOR 

yirtC 


SINGLE,  MARRIED,  r 

WIDOWED,  OR  Tg,  , . 
DIVORCED  /W 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


<>L+- 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


— 


z 


9^ 


O' 1^*_ 


/^r< 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

•0 ci-ZZr1— 


UNDERTAKER 

c^e<3. 


DATE  OF  BURIAL 


XXAA,K.B. 


ADDRESS 


lif 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from £?.(£..$.! l90^..to...«LS^.C....??A.a^....l90^r.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  


(duration)....)? 

Contributory: CQAk&LAu  . tr0...  

/ (duration). 


(Signed) < 

...l90.ZxAddress).Z£..Z-(? 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  oi 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ o ^ 

jQsues 


[4-’07-37.LM.] 


' * 


Permit  No. ..  T / 1 


RETURN  OF  DEATH. 

£>  zr  BOSTON,  MASS. 


JVame  in  full, 


te  off  Dcathy\  'y ...1 90  £ 




(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, . ..‘2/2/h.aJjR Color, . ...( 


.Condition 

(White,  Black,  Mixed,  Chinese, 

Indian,  etc.) 

Age,  Years,  0 Months,  Days.  Occupation, 

Residence,* . ....  Ward, 

Place  of  Death,  ..s^r'/  0 4-^pA.f Nf)  / f 

Place  of  Birth,.. 


(Single,  Married,  Widowed  or 
Divorced.) 


(State  year,  month  and  day.) 


Name  and  Birthplace  ) — ANjffNDyt ^ y 

of  Father,  ) (TDlr  ^ 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, . - . 



^ Undertaker . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

r<~>  Mustrm, .?......  190 £ 


KTNl?le } 


y C cfa_ 

, ...Q years. 


DPhN. Aye 


of  Deceased, 

I hereby  certify  that  I attended  deceased  from...'..^^...Sr...:...^.A^l 90%  , to 

190  , that  I last  saw . . alive  on  the %y...». day  of. 190 & 

that 


fA died  on  the Dh^y.., day  of 190  , about /..Q. o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows: 


( Chief  cause, 
Disease  i 

( Contributing  cause, 


PL 


f Chief  Cause, -z Cfr.r.^:..yt.A.. 

Duration  ' 


1 


Contributing  cause, 


2t.  f . N-O  M.D. 


* if  an  institution,  state  how  long  nn  inmate  ami  previous  residence. 


fc.-2l 


[4-’07-37-LM.] 


Permit  No. ./......fZ/ ffg  R 

RETURN  OF  DEATH. 

MAS! 


Name  in  full, 


/ (If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, ..  kioal&r. Color,.. 


Condition,. 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Age, Years,  Months, I Dayi.  Occupation, 

Residence,  * °. Ward, 

Place  of  Death, S Zx.  01. :i  1 


kfjJ... 


te  year,  month  and  day.) 


Place  of  Birth, Date  of  Birth, .A).£..B...Z.../.N...Ltff  A ^ 


Name  and  Birthplace 
of  Father,  , 

Maiden  Name  and  \ f lAJCLflNN 
Birthplace  of  Mother 


jiirvnpuace  op  juoirucr,  j , -n  < ( M ^ * / , / 

Place  of  Interment, y\ 


U4NI' 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age ) ft  f (C  M 
of  Deceased,  > \ 


<p  BosDm,.^._ 


.190 


of  Deceased,  ) V-^-  - CyBUrSU 

I hereby  certify  that  I attended  deceased  from.  3.\ 190%  , to. . ^ 

19Cff  , that  I last  saw i'XA/Vvx alive  on  the day  of '^..CNN>:-.. 190  % 

that..  ..died  on  the ,!...^! day  of 19 OH,  about 7- o’clock 

....  1/  j . 

ARM,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of UNn. death 

was  as  follows:  ss.  ^ 

( Chief  cause, !\  


Disease  i 

( Contributing  cause, 

f Chief  Cause, 

Duration  . 

Contributing  cause, 


^ ( O 

1:.'  WN' — ' M 


M.D. 


•If  an  institution,  state  how  long  an  Inmate  and  previous  residence. 


•*»S£s- 


,21 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF 


DEATH 


p|ace  of)  ^ S"  °ate  °f  [ 

Death  * ) Death  1 


Residence  


7 


.years. 


190  7 

<S — / C 

months. . . v C. days 


STATISTICAL  DETAILS 


SEX 


COLOR 

lytJ  , 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


S- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


>3 


NAME  OF 
FATHER 


4 Cc^< 


jO  f 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 

OF  “otheV^£~.  c-£-b&*££L-- 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


S3 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


. 190.. 


ADDRESS 


yj 


PHYSICIAN’S  CERTIFICATE 


I HEREBY^  CERTIFY  that  I attended)  deceased  during  last 
illness,  1ronyJk&**rr....-../..-: l90^..to.J^ferH<^.-..^L^ 190^?.., 

that  to  thHoest  of  my  knowledge  arfa  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 

/ r 


RETURN  OF  A DEATH 

FULL  NAME Registered  No. 

Place  of  Death  , 

M. 


Date  of  Death 


w 


STATISTICAL  DETAILS 

SINGLE,  MArRRttOT* 

wi-eowefr;  or 

DLVORGfc© 

MAIDEN  NAME  t 

— " 

HUSBAND’S  NAMEt  ^ ' 

BIRTHPLACE* 

NAME  OF  • 

FATHE" 

BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME  „ * x 

OF  MOTHER  / / 

BIRTHPLACE 
OF  MOTHER* 

OCCUPATION  . 

&**...$. l90.^...(Address)...A^^Jbf^^^..'j^*^.. 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 

/0 


^HIAKtK 


3iS^f('A^cu^/cu^'  & 

T.rru  fhULto 


Age years months 7777777?. days 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  Uom 190^  to /.  190 , 

that  to  theUrfest  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  yfas  as  follows : 

Primary:  ...  C /Zsu*A fe.. 


(duration)..^^. 


(Signed) 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  Mow  long  at 

Usual  Residence Place  or  Death  7 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 


How  long  at 


Days 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

7 State  or  country  j also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


C ^ i 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A DEATH 


{CITY  OR  TOWN.) 

Registered  No. 


FULL  NAME ......ZTZL.  f v K o 

Place  of)  Vi/  * Date  of)  ft  tip  ' q 

f ^ \ ^ V 

Age  .years months days 


Death  1 


Residence 


3 

U 


u 

m 

0 

H 

V) 

111 

1 
< 

Z 

-J 

_l 

< 


STATISTICAL  DETAILS 


SEX 

\AXc*j2_ 


COLOR 

V\) 


SINGLE,  MARRIED. 
WIDOWED,  OR  n ^ 

DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


j^/{/  2^7 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER  t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  * 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

£04**^*-**^ ^y'~'  i — » 


DATE  OF  BURIAL 


ADDRESS 


190  . 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190^..  to .190... 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the  I 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary 


.(duration) DAYS  I 


Contributory : 

( S i g n e d ) . . y^OPy!>?Hr57:  r^rr.  . . . .'V . . . . ^ . . Erf 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,) 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days  I 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190 


Clerkl 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or| 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[4-’07-37-LM.] 


' r 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date  of  Death, . /c^^z~  /P'  190.  ff'. 


Sex, 


.&3±r... 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

r, 


Color,  JAN. Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Ward, 


Age, Years,  Months,  / Days.  Occupation, 

Residence,*  ll 'll 

Place  of  Death,  /c  i c , ,f 

Nj  /■  / A ?T— — ' (State  year,  montb'S.ud  day.) 

Place  of  Birth,  Jponc&X:.  ■ O^NDate  of  Birth, 

Xante  and  Birthplace  I ^ /'  ^ ^ '***'' 

Maiden  Name  and  l Jl 

Birthplace  of  Mother,  ) /->  . ^ 

Place  of  Interment, uH. . pfif. . 

' f 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, y.o^  u 190 y 


Name  and  Age  ) 
of  Deceased,  > 


190  , that  I last  saw  X^As. alive  on  the  '... 


t JLuu...(j3 / Age, 4 -years. 

(I^lu  U 19  Of  , to r— — 

zL...  day  of 


OVj 


1 hereby  certify  that / 1 attended  deceased  from 
f twy  alive  on  the  (1 


that 


n J Waf- 

R z died  on  the  day  of  V<u  1^4  ^ 19 (rf , about  /C . fg  o’clock 


l 


A.M..  OF^UrM..  and  that,  to  the  best  of  my  knowledge' and  belief,  the  cause  of 
was  as  follows : 

( Chief  cause, JiO.  L.  «(/.<. 

Disease  - q • Hf- 

( Contributing  cause,  Aryx.  

f Chief  Cause, JLr^uoA.  

Duration  , 

( Contributing  cause,  <_  . ./Ww.e-Q. 





death 


<j2. 


■ If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


ft 


XXA<kS 


M.D. 


: 1 


' 


■ 


[4-’07-37-LM.] 


' r 


Permit  No. 

RETURN  OF  DEATH. 

DQ8Tms,  MA! 


ta  of  Deatlift^/ .(WMIAfMW./ / 


/j 


Name  in  full, 


Sex, 


.190  / 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

^JU. Color, ...  QkNOe~ .Condition,  f2W.mdA.cl) 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Age,  0 .L  Years,  ft  Months,  Pays.  Occupation, 

' - - />  \. 


Place  of  Birth, / 


(Single,  Married,  Widowed  or 
Divorced.) 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment, £. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

ft/  ft  190  ft... 

Name  and  Age ) ( ) D C|  aJ^  If  ()  _ j—g- f PIN 

of  Deceased,  f Age,  ..II......  years. 

17  /g  / S' 

I hereby  certify  that  I attended  deceased  from 190  , to /.SLrmN....'..) rr. 

I - - 

190  y,  that  I last  saw  ' v alive  on  the  d dan  of 


A 

that  , W ....died  on  the J.JA&. day  of 190  9,  about  Iff- o’clock 

/ , 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of /rrUN. death 

was  as  follows:  f)  / 

( Chief  cause, \AS-fd  & dd)f 

Disease  A \j 

( Contributing  cause,..  ... 


day  of 190  f, 


ALL  NAMES  TO  BE  IN  FULL 




r,;'  i 


COMMONWEALTH  OF  MASSACHUSETTS 

A DEATH 


(CITY  OR  TOWN.) 


Death 
Residence 


'Z  2^Z^y-2  7 '^' 


Date  of 
Death 


/</>■ 


. . - . 190  -/ 

/ / / __  / i 

Age  ^ ‘ years.  ...Z<2 ..months.  ..^r days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


birthplace! 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER! 

T 

1 MAIDEN  NAME 
| OF  MOTHER 

/ 

BIRTHPLACE 

OF  mother! 

0 

OCCUPATION 

INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 
/>’ 


'/7 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREB)^  CERTIFY  that  I vat}endiwJ  deceased  during  last 

illness,  from  I90^Z, 

that  to  the  best  of  my  knowledge  ana  belief  aeath  occurred  on  the 
date  statedaSove,  and  that  the^AUSE  Of  DEATJH  was  as  follows : 

Primary 


.y....(0URATION) DAY8 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


190. 


Clerk 


* City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  numbor. 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country)  also  city,  town  or  county,  If  known. 

S Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


Place  of 
Death 


RETURN  OF  A DEATH 

FULL  NAME  jc6z^JuM. 

■ I • ^51^ AT  vo? 

-..Age J2L  ^ 


Registered  No. 


Residence  //. f'..  & /> 


years /. months 


.J&3 


days 


STATISTICAL,  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED,  , 

WIDOWED,  OR  

DIVORCED  /'fctMIirCv/ 


MAIDEN  NAME 
HUSBAND’S  NAMEt 


* ~?7^ayvu 


BIRTHPLACE? 


y?/c 


(2sCvlj£_^ 


PHYSICIAN’S  CERTIFICATE 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 


MAIDEN  NAME 
OF  MOTHER 


, \ ^ T.  -cn  -y-' 


BIRTHPLACE 
OF  MOTHER  t 


yy' 


OCCUPATION 


c wv_ 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

rA  ■ , s»  , .r 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from^pz^^.  ii^ I90^...to  190  q , 

that  to  the  best  of  my  knowledge  and  beVef  death  occurred  on  the 
date  stated  above,  and  that  the  CAUJE  OF  DEATH  was  as  follows 
Primary:  . 


.(duration) 


Contributory  s 


cion)  ... 


C^ned) ...yy m.d. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years  . 


months 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


UNDERTAKER 


Filed 


.190 


Clerk 


DATE  OF  BURIAL 

•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 

DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 

190 

Institution,  give  Its  NAME  Instead  of  street  and  number. 

ADDRESS 

t State  or  country  | also  city,  town  or  county,  If  known. 

5 Name  and  address  of  person  giving  statistical  details. 

^ * c '/nr  f • - f < C m 1 

II  Name  of  cemetery. 

FILL  OUT  WITH  INK. -THIS  IS  A PERM ANEN  V RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 

/ yr 

OF  A DEATH 


(CITY  OR  tO  WN.) 


RETURN 

FULL  NAME ' C. 'Q.t. Registered  No 

°!\  /at-  ' °ateof[  /t 

> * ' 1 Death  ' 


Place 

Death 


Residence rT...z.^w^.. £r?.. '...r. Age 


.#...2. 


.years.. 


190  f 

months days 


3 

h. 


Ill 

a 


o 

i- 


tf> 

u 

s 

< 


-I 

-I 

< 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  I 

DIVORCED  /AfUAA-C*/ 


MAIDEN  NAMEt 
HUSBAND’S  NAME 


BIRTHPLACE  t 


fa 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER  t 


fa^Tt^2ri^  fa 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


IN  FORM  ANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


/fl<nA4/£- 


UNDERTAKER 


<3/exf. 


DATE  OF  BURIAL 


<//  / 


190.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBjf  CERTIFY  that  I attended^  deceased  during  last 

illness,  from.  Jr :*?>.. /...(b i90^..to  i9a^., 

that  to  the  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


/2 — 
(duration) DAYS 


Contributory: 


(duration) OAY6 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months day: 


Where  was  disease  contracted. 
If  not  at  place  of  death 7 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[1’09-37-XXXM.] 


' r 


Permit  JYo... 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full,. 


Date  of  Death,  ...Jan*  . 16+  1909* 19 

Abraham  M.  Dunbar. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Male Color, White. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


.Condition, .W.ldOW.er.. 


(Single,  Married,  Widowed  or 
Divorced.) 


Age, ...7.3 Years,  II Months, ...16 Days.  Occupation, Retired, 

Residence,  * ...9  5 ..He.m.Qn...Str.6.et., Winthrop. Ward, 

Place  of  Death, Stre  


(State  year,  month  and  day.) 

Place  of  Birth, BoJst.Qnt....MaSS.: Date  of  Birth, Jan.  31, 1835 

Name  and  Birthplace  l Jpshua..B»....I!unb.ar.,.-.^  

of  Father,  ) 

Maiden  Name  and  ) Eliza  ...GoldtMalto^  

Birthplace  of  Mother,  ) 

Place  of  Interment, 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston. ...f... 


*7Z:LT  1 A ''  Age,... AS^ears. 

I hereby  certify  that  I attended  deceased  from. 

, that  I last  saw  alive  on  the day  of...^^:A^r. 19°^: 

that.  ..died  on  the ......  day  of.^^U^. 19 <^>  about 4 ,<f.P... o' clock 

A.M.,  rr  11  M and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of., 
was  as  follows: 

j Chief  cause, 


death 


Disease 


| Contributing  cause, 
Chief  Cause, 





Contributing  cause, 


Duration 


M.  D. 

^'PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED^!*)  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


->>21 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  “Dropsy.” 

How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of . “overlying”  (child)? 
What  disease  caused  this  condition? 

A practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 

What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 

Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 

Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 

What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 

What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright's  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child  ? 
"Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Infantile  asthenia.  See  "Asthenia."  The  term  "infantile”  adds  no  precision 
to  an  indefinite  statement. 


Infantile  atrophy.  See  “ Atrophy.” 

Malassimilation.  What  disease  caused  the  malassimilation  ? 

Malnutrition.  What  disease  caused  the  malnutrition? 


Marasmus.  What  disease  caused  the  "marasmus”  ? Was  it  due  tc 

tuberculosis,  syphilis,  or  cholera  infantum?  State 
fully,  as  this  return  in  itself  is  practically  worthless  foi 
compilation. 

Meningitis.  Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  write 

exactly  in  this  form  Did  it  follow  scarlet  fever,  pneu 
monia,  or  some  acute  infection?  If  so,  name  the  pri- 
mary disease.  Was  it  traumatic?  If  so,  state  th< 
nature  of  the  violence  which  caused  the  meningitis, 
Was  it  tuberculous  meningitis? 


Nephritis. 


Was  it’acute  or  chronic?  If  acute,  occurring  in  the  coursi 
of  some  disease,  name  the  disease  causing  death. 


Old  age.  This  is  not  a satisfactory  return.  The  influence  of  age  is 

shown  by  the  statement  of  age  in  years,  months,  anc 
days.  To  this  the  statement  of  “old  age ” as  a cause  ol 
death  adds  nothing  of  value.  Name  the  disease  t< 
which  the  old  person  succumbed.  f 


Peritonitis. 

What  was  the  cause  of  the  peritonitis?  "Idiopathic  peri 
tonitis”  should  be  rarely  returned.?7  Was.it  puefpera 
or  traumatic?  In  the  latter  case,  state  mode  of  injojy 

Pernicious  anemia. 

If  any  definite  cause  can  be  assigned  for  the  anemiari 
should  be  reported.  Anemia  due  to  tuberculosis,  syrth 
ilis,  etc.,  should  be  returned  under  the  primary  disease 

Pneumonia. 

Specify  definitely  whether  broncho-pneumonia  or  loba) 
pneumonia.  If  sequel  to  influenza,  state  that  fact. 

i 

Pyemia. 

J 

What  caused  the  pyemia?  Was  it  puerperal  or  trqu 
matic?  If  traumatic,  state  nature  of  accident  causuf 
injury.  ^ 

Senile  asthenia. 

See  “Old  age”  and  “Asthenia.”  Give  disease  caTlhi^ 
death. 

Senile  atrophy. 

See  "Old  age”  and  “Atrophy.”  State  disease  causin 
death. 

Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  “ Old  age.”  State  disease  causing  death. 

See  “ Old  age.”  Name  the  disease,  if  any,  that  caused  th 
decline. 

See  “Old  age”  and  "Marasmus.”  Name  disease  causin 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  nature  c 
accident.  If  from  surgical  operation,  state  disease  o 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “ general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


Surgical  ) 

operation.  V 

Surgical  shock.  ) 

Teething. 


Always  state  the  disease  or  injury  requiring  operatior 
Unless  the  operation  was  improper  or  unskilfully  pei 
formed,  it  should  not  be  given  as  the  primary  cause  c 
death. 

Name  the  disease  affecting  the  teething  child.  See  " Dec 
tition.” 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Toxemia. 


Was  this  acute  or  chronic  poisoning  due  to  some  exterm 
agent?  Was  it  auto-intoxication,  due  to  poisons  ger 
erated  in  the  body  by  disease?  If  so,  state  the  nam 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmonar 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 

State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not  fa 
to  specify  organ  or  part  of  body  affected. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typhoi 


Typhoid 

pneumonia. 


Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A mb 
ture  of  these  diseases  rarely  occurs,  the  great  majorit 
of  cases  of  so-called  “typho-malarial  fever  "(.being  noth 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


in  o 


{CITY  OR  TOirg.) 


RETURN  OF  A DEATH 

FULL  NAME...  

SO  SJC., ,...  

/j  L-  !|  .w*1  SJb • Age year! yC7^^T7.... months T7~ . day. 


Death ' 


Date  of  [ 
Death  1 


Registered  No. 

f t> 


I90< 


Residence 


STATISTICAL  DETAILS 


SEX 


COLOR 


swetre,  MARRIED, 

mvo«©ee- 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE  t 


NAME 

FATHE 


Oazfeic  S'  yu^/iSiA 


BIRTHPLACE 
OF  FATHER 


t SHcA^yyin^/x-^  <=7/l/L 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


'7 i/i 


PLACE  OF  BURIAL  OR  REMOVAL  II  DAURE  OF&%URIAL 

VmwaA  yn a**,  S&± ^/£,90.^ 




2hd&-± 


l\ E OFtSuRI  A L 


UNDERTAKER 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  duw*g*=test 
illnessffrom . 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


LaE-i 


V A-  AM-  «TWV . . 

WS>  4k*. . (DURATION) DAYS 


Contributory: 


(duration) DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 . 


. years  . 


months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


190 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country)  also  city,  town  or  county,  If  known, 
and  address  of  person  giving  statistical  details, 
cemetery. 


FILL  OUT  W I I M ink. — mis  13  M rtniriHH 

ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN^OF  A DEATH  ( CITY  OR  TOWflT.) 

k. 


FULL  NAME Register^cT  No. rr. 

} /(-  Sco  ta t r,p-si  W -?:r« 

J Age GK.. ..years.. months.. 


Residence 


days 


STATISTICAL  DETAILS 


SEX 


c.A  COLOR  f 

TlAafa  Qytul. 


SIHEtE,  MARRIED, 

-WIDUWbTTT^Sft 

OtVORO&B 


MAIDEN  NAME? 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


//ji '%n/> 


BIRTHPLACE 
OF  FATHER! 


'Ok  (?4  J FoiAA-oL' 


MAIDEN  NAME 
OF  MOTHER 


<H  HA otou  /3a 


BIRTHPLACE 
OF  MOTHER! 


Qu  yi  /&  'UT'/l  'l*-' 


OCCUPATION 


kZ/iAO  J/>oUJ7IL  /k  4'lAZXZ'LA^ 


INFORMANT  § 


/Oct 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  .^^r^^ aLi...  190^  ..to^y^r^^..^J.7l90 

that  to  theJjest  ofmy  knowledge  and  kettef  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  S. 

C^k-AarT-t^c^c.  cx__ 




Contributory : 


&L- 

(duration)  ...s DAY8 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


.years.. 


.months day; 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clcrl 


PLACE  OF  BURIAL 


U//i 


UNDERTAKER 


A 


U UUtVAy  ckh 


lli/j 


DAIE  OF  BURIAL 

Jh*L.2Z. 


ADDRESS 


190  || 


0 


•City  or  town,  street  and  number.  If  any,  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a Hospital 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


n™°!  A 


Death 

Residence 


RETURN  OF  A DEATH 




FULL  NAME  '..Th*Z± :... Registered  N 


months frrrr. . . . .days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


NAME  OF 
FATHER 


y.  /{ L 


BIRTHPLACE 
OF  FATHER  t 


MAIDEN  NAME 
OF  MOTHER 


At* 


BIRTHPLACE 
OF  MOTHER  t 


73 


OCCUPATION 


INFORMANT  5 


/ / 


PLACE  OF  BURIAL  OR  REMOULD 

(JA  ~ 

DATE  OF  BURIAL 

'/Ay. ««»... 

UNDERTAKER 

ADDRESS 

lA.'  t 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

jW.,. 


illness,  from.  ./7?rTOr...'.../.J....I9o(3wtodK^^ 

that  to  the  best  of  my  knowledge  an^Jjelief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

Primary : -rrtT^ 


(ouration).. 


Contributory: 


(duration) DAY 

(Signed) 2/1...  M.D 

190..^?.  IMklraM) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Namo  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  ) 

i*  ) 


DEATH 


{CITY  OR  TOWN.) 

Registered  No.  ^ 


DDeathf  \d±L * 

<2sC*fe<L Age #.'7  years months days 


STATISTICAL  DETAILS 


SEX  COLOR  A . t SINGtE,  MARRIED,  ^ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE 


NAME  OF 


FATHER 


^\0 


BIRTHPLACE 
OF  FATHER  X 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


/j I 


OCCUPATION 


INFORMA 


PLACE  OF  BURIAL  OR  REMOVAL  II 


A NDERTAKER L 


DATE  OF  BURIAL 

5a  7 


' 190 


ADDRESS 


% 


PHYSICIAN’S  CERTIFICATE 


I H 

illness 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  ana  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary 


HEREB¥>^ERTIFY  that  I attended-deceased  during  last 
, Uorn  I90^..to . s/  190  ■yfi 

:he  best  of  my  knowlec 
ted  abov^  ana  that  the 


(duration) DAYS 


Contributory: 


^Signed). 

^fjitfOr..\f:...\90^!. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Tr^slents 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years. months.. 


2* 


.day! 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Fil 


• City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  oi 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

? State  or  country;  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF 


DEATH 


{CITY  OR  TOWN.) 


FULL  NAME  Registered  No 

^ r, r \ r&J., h- ...^ 

Age.  2.J.. ..years..  jr . .months. . . . I^L.. days 


Residence 


IL 


STATISTICAL,  DETAILS 


COLOR 


MARRIED, 

WIDOW&8,  OB 

pwonoco 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


— t^y 


BIRTHPLACE 
OF  MOTHER! 


'ysL 


- z£* 


OCCUPATION 


y 


¥y 


INFORMANT  § 


A. 


PLACE  OF  BURIAL  OR  REMOVAL!) 


UNDERTAKER 

y f 


DATE  OF  BURIAL 


, 190 


ADDRESS 


S/fy/o^y^L  ,pft 

tftyfyp  - - v // 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from...'j.rf^nr;..2.!f..'. 190 ./...to.  .....^L..:1 ...190.$. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

O { 

A....  l.^rd . . .uU-.( 7 . h . .V.T. x 


Primary: 


. (duration).. ./...V?. DAY 


)L 


Contributory  f 


..(duration) DAY 


(Signed) M.D 

ty!.....:. l90.'  .L(Address)  ..L1. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at  } 

Place  of  Death? years months day: 


Where  was  disease  contracted. 


If  not  at  place  of  death  7 ’. 


IsUTVwjl 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  countryi  also  city,  town  or  county,  If  known. 
i Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  (city  on  Town.) 

FULL  NAME Registered  No 

Place  of)  Date  of  ) v4  > 

Residence  f Age 


Date  of  { A-S  > H 

Death  i Z- 


.years.. 


190  ‘ ' 

months days 


z 

III 

Z _! 
< J 
2 D 
£ u- 
U - 

a t, 


< u 

at 

(0 

~ o 

CO  H 


X co 

H U 

I 2 

i s 


-1 

S i 


STATISTICAL  DETAILS 


SEX 

/ fa  U--&L 

COLOR 

SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF  ,_ 

FATHERj^  . Q 

'fyt  <2-^ — s’  . *2/  • 

\ 

/ / 

BIRTHPLACE 

0F  FATH“L  / , & A . 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER* 

^ — 

OCCUPATION 


INFORMANT  § 

/^V  *S" 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 

Vf 


190.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY^GERTIFY  that  I attended  deceased  during  last 

illness,  from ...  </!u4r...-..!7.. ....  l90^..to 190... 

that  to  the  best  of  trfy  knowledge  4nd  belief  death  occurred  on  the. 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows :: 




Primary: 


.(duration) DAYS, 


Contributory: 


. (duration) DAYS, 


(Signed) ^TprT^.. M.D, 

.190.^.  (Address). 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days. 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerl 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hosp'tal  o 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

} State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


3^iA 


AO.  o 

7 -i  <i  o °i, 


Q 

K 

O 

O 

k! 

£ 


COMMONWEALTH  OF  MASSACHUSETTS 


{CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

FULL  NAME!/^^±^..: Registered  No. 

Place  of  ) / *?  ^ Date  of  ) 

Death  * \ ■■■■&■■■**■ Death  } Z'  190^ 

^2k 


.years.. 


<P 


months days 


s- 

z 

IU 

Z -I 
< -J 
g 3 

£ lfc 
UJ 


Q.  I 


< US 

m 

v> 

“ o 

<0  S” 


X w 

H UJ 

I g 

* < 


-I 

E < 


»- 

3 

O 


J 

J 

£Z 


STATISTICAL  RETAILS 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  <2'*-' 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  . Zfc  . 

BIRTHPLACE* 

NAME  OF 

FATHER  2^ 

BIRTHPLACE 

OF  FATHER*  ( 

r 

MAIDEN  NAME 
OF  MOTHER 

> r 

BIRTHPLACE 

OF  MOTHER*  ( c 

V 

V 

OCCUPATION 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL  I! 


21 


UNDERTAKER 


DATE  OF  BURIAL 


V/ 


, 190.. 


PHYSICIAN’S  CERTIFICATE 


1 HEREBY^CERTIFY  that  I attended^deceased  during  las 

illness,  from.  190^. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  thi 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary: 


,<S 


(V- (ouration)., 


Contributory: 


. (duration)  .... DAY 


(Signed) //../,) M.D 


d&4.A..'L  J90^JA^ressX^  


INF 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months day 


Where  was  disease  contracted, 
if  not  at  place  of  death 7 


Filed 


190. 


Clerl 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  o 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ocl 


FULL  NAME 

Place  of  Death  ) 
and  Residence  j 

Date  of  Death. 


COMMONWEALTH  OF  MASSACHUSETTS. 

' ' CITY  OF 

RETURN  OF  A DEATH-1909.  BOSTON 


.Berber t ... D_fl.V  1 S Registered  No. rF 

Boston  Las  s . 0-  en  . L o sp  t 

Feb. 11 


47  5 9 

909.  Age  years months days 


STATISTICAL  DETAILS. 

PHYSICIAN'S  CERTIFICATE. 

SEX  COLOR  SINGLE,  MARRIED,  WID.,  DIV. 

M W M 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last  illness, 
from  1909  to  1909, 

Maiden  Name  

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
.date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Tuberculosis  of  Adrenals  - 

Husband’s  Name /x//& ■ " 

Birthplace  Port land, Me. 

(Dura%Xr£A  j 
v i > *■  i V 

33-^jM  (Addisons  dis.)  2 yrs 

\ (CdDNDDD 

Father”^  William  Davis 

>T?1T  

rA^  / 



Tf&Z Durham.Ke 

Contributory : \ Miliary  Tub . of  Lung'S  - 

rf  MMhUr'’ Anna  Doyrrhtjr 

(Duration)  J 

mos . 

oBirtt" Windham,  Me. 

Occupation .Chemist 

(Signed) M.D. 

Feb.  12  IQnQ 

SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 

Admitted  to  hospital  Jan. 25, 1909 

Place  of  Burial  WintLrOp 

or  removal 

Winthrop(8  Trident  avei 

..  . , . C R Bermison 

Filed :,..e.h  *.;L*r. 1909. 

vvintnrop 

“ST 

Registrar. 

tPld*  //'  of 


a 

tc 
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o 

Id 

as 


u 

z J 

< -i 
2 D 
as 

hi 


Q.  l 
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H 


X 0) 

H til 
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-I 

X j 
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»- 

3 

O 
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COMMONWEALTH  OF  MASSACHUSETTS 


OF  A.  DEATH 

(2 


{CITY  OR  TO  try.) 


Registered  No. 
Date  of  l 2—/  . ~ 

Death  i 


190  i 


years.. 


....months days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 


DIVORCED 


MAIDEN  NAMEt 

Z_- 

HUSBAND’S  NAME  t 

BIRTHPLACE  t * . 

. <%■  6 . 

NAME  OF  /"V  Ybn/  r> 

FATHER  //(  c 

BIRTHPLACE  Y' 

°F  FATHERI 

r^r-sT. 

MAIDEN  NAME  ^ 

OF  MOTHER 

\ 

BIRTHPLACE  s? 

OF  MOTHER  t Y'  / ^ 

Or- S'. 

OCCUPATION 


INFORMANT  § 


PLACE  OF 


REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


190. 


,T... 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  las 

..3bdt...U 190^..  to.Jr'^-.J^ 


illness,  from . ..zrwrr...u 190^. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  th 
date  stated  above,  and  that  the  CAUSE  OF, DEATH  was  as  follows 


ted  above,  and  that 


Primary 


Contributory: 


TSL 

J^dU.X.  190...^  (Address) 


(Signed) I/ M.D 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


> '/*?»  %■ 


[l-’09-37-XXXH.] 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 


Name  in  fall 


Date  of 'Death,..  3 ^71.190. \9. 

r:fk L 


c 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


, Widowed  , 


Sex,  Color,  Condition 

(White,  Black,  Mixed,  Chinese,  (£i 

Indian,  etc.)  

Age,  7?  Years, Months, Days.  Occupation,  /ft  wf  

Reside?ice, * ...3r..l$.. } Ward, 

(State  year,  month  and  day.) 

yr  ate*  of  Birth, 


Place  of  Death, 

Place  of  Birth, 

(XtP 


Name  and  Birthplace  | 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 


* If  an  institution,  state  how  long  an  inmate  and  previous  residi 




’ 1 ' 'Ci  i- <-<■<,  . 7, 


Undertaker. 


Name 
of  Deceased 


PHYSICIAN’S  CERTIFICATE  OJ  /HE  CAUSE  OF  DEATH. 

Bostoul fjf±^£7....i  19 

years. 


JfLT  1 St yL^m... Age.  , 

I hereby  certify  that  I attended  deceased  from 19  0 j/,  to f.  .3 

19Qty  that  I last  saw alive  on  the day  of 19  O f 

that.../^7. died  on  the f..3>. day  of 190?,  about.. ./f^^.J^ock 

iladtfp.  and  belief,  the  cause  of *^^7  death 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death 

was  as  follows : 

f Chief  cause 

Disease  ■< 

( Contributing  cause, '.. 

C Chief  Cause, 

Duration  J,  O-v^A 

t Contributing  cause, f 


JS3T  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED 


M.  D. 

HER  SIDE  OF  THIS  BLANK. 


,21 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 


Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Infantile  asthenia.  See  “ Asthenia.”  The  term  “ infantile”  adds  no  precision 
to  an  indefinite  statement. 


Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  atrophy.  See  " Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 

A practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 

What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophiea? 

Do  you  mean  septicemia,  syphilis,  or  any  other  infinite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 

Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  r 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Malassimilation.  What  disease  caused  the  malassimilation  ? 

Malnutrition.  What  disease  caused  the  malnutrition? 

Marasmus.  What  disease  caused  the  "marasmus”  ? Was  it  due  to 

tuberculosis,  syphilis,  or  cholera  infantum?  State 
fully,  as  this  return  in  itself  is  practically  worthless  for 
compilation. 

Meningitis.  Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  write 

exactly  in  this  form.  Did  it  follow  scarlet  fever,  pneu- 
monia, or  some  acute  infection?  If  so,  name  the  pri- 
mary disease.  Was  it  traumatic?  If  so,  state  the 
nature  of  the  violence  which  caused  the  meningitis. 
Was  it  tuberculous  meningitis? 

Nephritis.  Was  it  acute  or  chronic  ? If  acute,  occurring  in  the  course 

of  some  disease,  name  the  disease  causing  death. 

Old  age.  This  is  not  a satisfactory  return.  The  influence  of  age  is 

shown  by  the  statement  of  age  in  years,  months,  and 
days.  To  this  the  statement  of  “ old  age  ” as  a,  cause  of 
death  adds  nothing  of  value.  Name  the  disease  to 
which  the  old  person  succumbed. 

Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic  peri- 

tonitis” should  be  rarely  returned.  Was  it  puerperal 
or  traumatic?  In  the  latter  case,  state  mode  of  injury. 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia,  it 
should  be  reported.  Anemia  due  to  tuberculosis,  syph- 
ilis, etc.,  should  be  returned  under  the  primary  disease, 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child  ? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Name  the  disease  in  which  the  “dropsy”  occurred. 

Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “Congestion  of  lungs.” 

A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Pneumonia. 


Pyemia. 


Senile  asthenia. 


Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia  or  lobar- 
pneumonia.  If  sequel  to  influenza,  state  that  fact. 

What  caused  the  pyemia?  Was  it  puerperal  or  trau- 
matic? If  traumatic,  state  nature  of  accident  causing 
injury. 

See  "Old  age”  and  “Asthenia.”  Give  disease  causing 
death. 

See  “Old  age”  and  "Atrophy."  State  disease  causing 
death. 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  “ Old  age.”  State  disease  causing  death. 

See  “ Old  age.”  Name  the  disease,  if  any,  that  caused  thi 
decline. 

See  “Old  age”  and  “Marasmus."  Name  disease  causing 
death. 


Shock.  What  caused  the  shock?  If  from  injury,  state  nature  o 

accident.  If  from  surgical  operation,  state  disease  o: 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage 
the  cause  should  be  given  and  the  expression  general 
paralysis”  should  be  avoided.  “General  paralysis 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  ot  tne 
fact  of  insanity  should  always  be  included. 

What  disease  caused  the  "heart  failure”?  The  heart 
always  “ fails  ” before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 

Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 

Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  operation 
Unless  the  operation  was  improper  or  unskilfully  per 
formed,  it  should  not  be  given  as  the  primary  cause  o 
death. 


Teething. 


Name  the  disease  affecting  the  teething  child.  See  “ Den 
tition.” 


Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  externa 

agent?  Was  it  auto-intoxication,  due  to  poisons  gen 
erated  in  the  body  by  disease?  If  so,  state  the  nam- 
of  the  disease. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmonar; 
tuberculosis  if  lungs  were  affected. 


Tumor.  Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not  fai 

to  specify  organ  or  part  of  body  affected. 

Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typhoii 
fever. 


Typhoid 

pneumonia. 


Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A mix 
ture  of  these  diseases  rarely  occurs,  the  great  majorit; 
of  cases  of  so-called  “typho-malarial  fever”  being  noth 
ing  more  nor  less  than  typhoid  fever. 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


FULL  NAME 

Place  of 
Death  * 


COMMONWEALTH  OF  MASSACHUSETTS 

' * 

DEATH 


Residence 


RETURN  OF  A 

JL 

^ A 




‘?Q 


Death 


Age c-.rrr.- years. 


Registe 
Date  of  ^ 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

BIRTH  PLACE  t 

NAME  OF  / 

mther  . 

St. 

BIRTHP^C(3E 

OF  FATHER  t — , Y 

MAIDEN  NAME 
OF  MOTHER  , 

( J 

BIRTHPLACE  , 

OF  MOTHER  t A? 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL 

/Sc.  a c3z 


21 


DATE  OF  BURIAL 

9 


WO/... 


UNDERTAKER 


ADDRESS 


PHYSIC IAN’S  CERTIFICATE 


I HERErno  utKiii-Y  tnat  i attended. deceased  during  last 
illness,  from  ..(p. ...  190  ...190..^., 


CERTIFY  that  I attend$d.deceased  during  last 


that  to  the  besl  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUS/£-pF  D^EATH  was  as  follows: 

(S/y\ 


Primary: 


0\ 


n 

.(duration) t7. days 


Contributory: 


(Signed) (Vffr-J 

...1h4rl..L  .I90(^.  (Address)..!.^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 
Place  of  Death?  . 


years months.. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

1 State  or  country)  also  city,  town  or  county.  If  known. 

.§  Name  and  address  of  person  giving  statistical  details. 

'I  Name  of  cemetery. 


_ J1 , 

iU-  it'-ifo  f 


[l-.vos-vc.l  ^ 

fNCeficol^  Examiner  s No. 


W cr-  VA 

' Cry  / f'EP  \j£,\  ■' 

1 ,P  S' 

/90P  f^l 


‘ Permit  ZAfo.  ^ 


vV  ’Or?' 

! N#  ReVurn  of  a death. 


BOSTON,  MASS 


&V 

y ? 

7lfje  in  full, 

’ 

Sex, 

Jge,  SV  Y ears,  ' 
‘pesidence, 

‘Place  of  Deatff 

1 Place  of  Birth, 

Name  and  Birthplace  \ 
of  Father,  ) 

Maiden  Name  and  ) 
Birthplace  of  Mother,  I 

Place  of  Interment, 


n- /ipj 


CtotA-* 

rif  married  or  divorced  \vAman  give'maidcn  name,  also  name  otkusband.) 

Color,  Condition, 

(Single,  Married,  W H1UU  I'll  Ui 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Months, 


)ays.  Occupation, 

' Ward 


(State  year,  month  and  day.) 

Date  of  Birth-  


Undertaker. 


Cerftftcafe  of  tf>t  QTlcbtcaC  (trammer* 


/ hereby  certify  that^\ O^. 
age  , residence,  2f_C 

who  died  on  the  t ^ Ua 

came  to  Vu>  death  fn 


day  of 


rom 


19  0 


1 


Cause : J&JLdJLcJL  tfv\ 


Manner  : 


21 


M.  D., 

xNCcdical  Examiner  for  Suffolk  County. 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1909. 


CITY  OF 

BOSTON 


FULL  NAME 


.B.r.idgS.t... Irving Registered  No..  1.7.41. 


Place  of  Death  ) Boston  Ms  S S . Oen  . Ho  Spt 

and  Residence  


Date  of  Death 


61 


909.  Age "!....  years months days. 


STATISTICAL  DETAILS. 


SEX 

F 


COLOR 

w 


SINGLE,  MARRIED,  WID.,  DIV. 

w 


Maiden  Name 


Murray 



Husband’s  Name .V..™*1™....? 

/ -X.  /(yi^ 


from 1909,  to 1909, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
ate  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Purulent  Salpingitis ,Genl . 

(Bui 


„. ..  . Ireland 

Birthplace r’te'TOSTi 


TrTX“gff 

tA/a. 


Name  of 
Father 


Richard  Murray  VcF%Cr 


Birthplace 
of  Father.. 


hi. til 


Maiden  Name 
of  Mother.. 


Birthplace 
of  Mother.. 


Occupation 

Informant... 


Ireland 

Marge  ret  Powe rs 
Ire  land 
At  Home 


Place  of  Burial 
or  removal 


Undertaker . 


Brookline”Holyhood” 
J L Burke 


PHYSICIAN’S  CERTIFICATE. 


HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 


Peritonitis:  3 wks 


Contributory:)  Bro ncho-Pneurnonia  - 1 wk 

(Duration)  j 


J Belknap 

(Signed) M.D. 


Feb. 24 


1909. 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Admitted  to  hospital  Feb. 8, 1909 


Winthrop  Kds.(405  Revere 

Usual  Residence St'V 

Feb. 25 


Filed. 


1909 


A true  copy. 
Attest : 


Registrar. 


/ 


^-3 


a 


c> 

J 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Place  of  | £.,<44 


Residence  *y. Age 


STATISTICAL  DETAILS 


SEX 


J 7-dt^oJU  /f/^k 


COLOR 


SINGLE,  MARRIED 
WIDOWED  “ 
DIVORCED 


1AKKI  LLfp 

’ fiSlSiS-'tj/ 


MAIDEN  61AM E t 


HUSBAND’S  NAMEt  „ 


BIRTHPLACE* 


NAME  OF 
FATHER 


^Xyhri^y^- 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 


OF  MOTHER 





BIRTHPLACE 
OF  MOTHER* 


-^7 


OCCUPATION 


L'U-  ■ 


INFORMANTS 


If 


PLACE  OF  ^URIAL  OR  REMOVAL  II 

Pi-/P 

_.//  / 71  . 


X r hu/a  -^S 


UNDERTAKER 

IS 


DATE  OF  BURIAL 


190.. 


ADDRESS  /. 

5/  1 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  t+rwImX-aitAnrifiH  Hpj.paapH  Hnririfl..l««t 
*rnm  - i IQn  ..to — 190... 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  . r 


I^VuJU^iXl  

“ f aJd, dk  ”3  Jl 


.(duration) DAYS 

tf-yCVii* 

(ftU  ration).. Dj 

(Signed) M.D. 

.190 (AddressJV^Jf'^^K-V.l/JQC*' 


SPECIAL  INFORMATION  only  forHospitStdf  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


• City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country  | also  city,  town  or  county,  If  known. 

9 Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


£rZ?  ') ' 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
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z 
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? 6 . COMMONWEALTH  OF  MASSACHUSETTS 

i % ^ ft  * 


fu 


{CITY  OR  TOWN.) 


Place  of 
Death 


Residence 


RETURN  OF  A DEATH 

FULL  NAME R.gist.red  No. 

f } . ./T.  ■'  .<£ 190/ 

Age 2....T 


..years.. 


..months days 


STATISTICAL  DETAILS 


SEX 


f)  \ °7v 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


SINGLE,  fiHWWEDT'/^  / 


Diiiou^ee- 


Bl  RTH  PLACE  t 


i i n ru«v/t  f - 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


< 


MAIDEN  NAME  / ! / 

OF  *OTHF»  // £ ^ 


BIRTHPLACE 
OF  MOTHER  t 


' / /\Jl£cKsL  C-f 


OCCUPATION 


INFORMANT? 


s<4 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  ... ..V. 190^.. .to  ...f’. .-. .Pr.I. I9(^...., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  eA 


Llua  /j 


r • 


«\  iL. 

(duration)..^*-. DAYS 

Contributory:  

T (duration) fr l DAYS 

(Signed)..  ^ M.D. 

y % 190. /PI. (Address)  ^ 6 H u 


)..^j 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


190 


Clerk 


1 PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


H Jj7 'fUhf-t  (Uoju  f . 

/ / I ADDRE,S2  (1 

/,  A Oa^-~  /a  o *r 


I —————  if 

UNDERT^ER 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

? State  or  country  | also  city,  town  or  county,  If  known, 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


C U'i't0'! 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETT 


ytl  TO 


RETURN  OF  A DEATH 

FULL  NAME.  Registered  No. 

Place  °.f } S MtmsAjJ-2 ,90  fA 

Age years. .^o. months. 


Death 

Residence 


..day3 


STATISTICAL  DETAILS 


T* 

cfpAt'f.dJ?Q- 


COLOR 


«4H0Lg~,  -MARRIED, 
WlOOWEDptm 

DuwreeB. 


MA'DE"NAME’  TVUmaa  yhoiZ^Z 

HUSBAND’S  NAME  t (/ 


BIRTHPLACE* 


Oyp/t 


U2> 


yvuL 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


(SoQstc^  C?>yutc^ 


MAIDEN  NAME 
OF  MOTHER 


C?>. 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


QJ^U 


/.^r" 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I HEREBYCERTIFY  tjpat  I attended  deceased  during  last 

illness,  from \9of...to .190. f/., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  fpllows: 

rV>L' 


Primary:  


.(duration) DAYS 


2 


Contributory: 


. (duration) DAYS 


(Signed)...  :sf?x M.o. 

.^)T^i...ZL.I90^..(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

11  Name  of  cemetery. 


a 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 


3 

u. 


UJ 

03 


O 

H 


V) 
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Z 

< 
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COMMONWEALTH  OF  MASSACHUSETTS'  ^ 

OF  A DEATH  -(CITY  -QJB—TO  Wlf.) 


FULL  NAME 

Place  of 
Death 


Registered  No. 

Age ...years months days 


STATISTICAL  DETAILS 


COLOR 


S^L 


MAIDEN  NAME  t 


8INQLT,  MARRIED, 

M4O0WCD,  cm 
DWORC&O 


HUSBAND’S  NAME  t 


BIRTHPLACE* 


^ yij , fxL 
QAcfJJpx: 


cyyu 


NAME  OF 
FATHER 


3CL 


a. 


BIRTHPLACE 
OF  FATHER 


/Qtf  S'-'h-l'lA- 


MAIDEN  NAME 
OF  MOTHER 


PL 


•a. 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  5 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from.  190  % , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(DURATION)...^....:. DAYS 

Contributory: 

..(DURATION) DAY8 

(Signed) S*Z.V..'...V.Va M.D. 

^(Address) 


-yj -V A Dll  HAT  ION 

i a/.  > a. 

.190.^1 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK.— THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETT 


FULL  NAME .T< 

Place  of  ) 

i * ) • 


( CITY  OR  TOWN.) 


Death 

Residence 


RETURNS  OF  A DEATH 

Registered  No. 

tl °a“ t i 

‘2mz4.  


190 


Age...L'.S~> years months days 


STATISTICAL  RETAILS 


SEX 

nvcUe^ 


COLOR  O IN  Li  L Cl)  IVIMKrtltUy 

MvUJ\  KvoSclol  °” 


SINGLE,  MARRIEDy 
WIDOWEf  ““  " 

DIVORCED 


MAIDEN  NAMEt  , ^ ^ 

HUSBAND’S  NAMEt  ^ ^ 

BIRTHPLACE! 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER! 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER! 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


undertaker 


S-Aryd. 


J 


DATE  of  burial 


ADDRESS 


PHYSICIAN’ S CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

190  3... to  190^..., 


illness,  from /. 190.^.. .to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  Ata 


■ (duration) DAY  8 

Contributory : .&£.  

LytDU  RATION) DAYS 

(Signed)....  j?//.  <&£>: M.D. 

SfeA...£...  . 19  Address)....  rSUA/pV. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Namo  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


0^3 


KILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME.  ..  Lit.  </<■<. & c-C-  C !A- 

p'“c  °!\ h i 


{CITY  OR  TOWN.) 


Registered  No. 


Death 

Residence 


l LI.. 

u.a. 


b.±, DDa“°f I 


=&. 


.190^ 


Age. 


lb . years months days 


INFORMANT  § 


(g. 


PLACE  OF  BURIAL  OR  REMOVALI 


date  of  burial 


STATISTICAL  RETAILS 

SEX 

COLOR 

SINGLE,  MERfttOEV 
wjXLOwi^'TTR'-  ' 
ngnRCEja 

MAIDEN  NAMEt 

HUSBAND’S  NAMEt 

BIRTH  PLACE  t 

i 0 

NAME  OF 
FATHER 

On. 

ClS&L,  . 

BIRTHPLACE 
OF  FATHER  t 

/ ^ 7 7 c / 

MAIDEN  NAME 

BIRTHPLACE 
OF  MOTHER* 

_L 

Ql.'f 

OCCUPATION 

O'!  OczU-JZ 

%&  4s4t.  H r 

UNDERTAKER 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased^  during  last 


illness,  from  l90.^...to....<?r‘3fi56J^?C^.^.....I90 T t 


td  deceased^ 

JSedbcl.A 


that  to  the  bev  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

S J. 


Primary: 


Contributory : 







non).. 


(duration). DAY 

(Signed) Zrbb&vs&Z. M.D 

190.^..  (AddresSJ  &4>.7. . ^. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months day: 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerl 


I ADDRESS 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a Hospital  o 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
i State  or  country  | also  city,  town  or  county,  If  known, 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


xl 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


f** 


COMMONWEALTH  OF  MASSACHUSETTS 


Death 

Residence  <*r< 


\Jroi4ttr, 


(CITY  OR  TO 


l/c 

i^v.) 


FULL  NAME ! 

Place  of  } ) 


...Age 


Registered  No 

Date  of  { 

Death 


..years J\..TT7rr. months 


STATISTICAL!,  DETAILS 


PHYSICIAN’S  CERTIFICATE 


SINGLE,  MARRIED,, 


WIDOWED,  OR  I//  / / a 

DIVORCED  /,  gjr-y.-l 


MAIDEN  NAME  t ^ \ ’ 

HUSBAND’S  NAME  t 


BIRTHPLACE* 


/ vULt*,  i Xa 


NAME  OF 
FATHER 


/]^1  $CCf6L 


BIRTHPLACE 
OF  FATHERt 


YL^tyvi/^ 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER t 


£ , /3m  JW 


^Tyi/^ — * 


OCCUPATION 


S' 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALlI 


(Pi  e t i^(xAa3vv\> 


DATE  OF  BURIAL 


7S 


190  . 


UNDERTAKER  1 ADDRESS 

,v)u  i-U/iA  OaA&jPm  ft)  I yjrtMlAf^ 


tuJriO 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(duration) DAYS 


Contributory : 


(Signed) 2^$...,... 

■fot <sJL.a4o.  . 190.?.,  (Afidress)  ...i 


(DURATION) DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death 7 


Filed 


190 


Clerk  ‘I 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI-  I 
DENCE,  glvo  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or, I 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  porson  giving  statistical  details. 

II  Name  of  cemetery. 


^7 


. -34. 


4' 


~y 


FILL  OUT  WITH  INK. -THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME ULJL 


place 


Death ' 


ETURN  OF  A DEATH 

C-yt-c^  i ff' 


( CITY  OR  TOWN.) 


Registered  No. 


°o!>\  ,00 -vj 


years.. 


..months days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED,  S 

WIDOWED,  OR  Zf 




DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


77 


BIRTHPLACE* 


c - 'rl 


NAME  OF 


FATHER 


BIRTHPLACE 
OF  FATHERt 


MAIDEN  NAME 
OF  MOTHER 


<7- 


«/* 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


190.2.... 


ADDRESS 


**«■> 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  lastt 

illness,  from 190 to .190 , , I 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the* 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : : 
,.  0<c/v~  ')r — 


Primary: 


5..... 


Contributory: 


(Signed).... 

M 


OJ/zJ 


rtCTTRATION) DAYS  8 

M.Dj. 


/^I90.^. 


(Address).. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients*, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days* 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk* 


• City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI-. ■ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospital  oir 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 

I State  or  country)  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ 3 - ; f o J 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

OF  A DEATH 


RETURN 

FULL  NAME/!^ 

CTO? 


(CITY  OR  TOWN.) 


Place  of  ) f? ., 

Death*  S’ J 


Residence  Age. 


Registered  No. 

^'1%^..^:..=. 

years.. 


..  ' 3 . 

.months days 


STATISTICAL  DETAILS 


SEX' 


COLOR 


SINGLE,  MARRI&O, 
WIDOWED,  OR 
DIVORCED 


<JZ^X. 


MAIDEN  NAMEt  , 

(SZ  -l 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF 
FATHER  1 1 

C/U  v 

<ScZZ-  Sc^AJrryy 

BIRTHPLACE  _ 

OF  FATHER*  , 

MAIDEN  NAME  ^ 

OF  MOTHER 

BIRTHPLACE  ^ 

OF  MOTHER*^,  S' 

OCCUPATION 

INFORMANT  § 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

UNDERTAKER 

ADDRESS 

PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  

**-<*/' 


~~~~  

.CL  .>»nrtdSf..  I (oBRATIOn) DAYS 


Contributory: 


(Signed) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


190. 


Clerk 


• City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemotery. 


r> 


... 


FILL  OUT  WITH  INK.- THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


€t!l} 


of 


RETURN  OF  A DEA  fH  (Eattthribgp 

FULL  NAME ReeU,tred  No Af 

'Pnc’ih\ !AL..frP/re.gX^C... Cambridge  \IDeatN  190? 

1 ' Name  of  Hospital  or  Institution, Si^iny  No.  Street-  ..  » 

/SZ.  Age...^j4....  Years . Mo  nl/iS"  Days 


Place  of  \ Ifl.. 

Residence  J No.  Street 


City  or  Town 


STATISTICAL  DETAILS 


Sex 


4 


Color 

Ur 


Single,  Married, 
Widowed  o> 
Drvurmt 


If  a married  or  divorced  woman  or 


'/aiden  Name  . 



Husband's  Full  Name  • 

/ -Clue  LA 

Birthplace  city  or  ^own  and  s131*^51,  Coun 

Full  Name  of  FathA- 
Birthplace  of  Father 


City^ar  Town  and  State  or  Count! 

iUc 


Birthplace  of  Mother 


City  or  Town  ^nd  State  or  Country 


4 


Occupation  f) 

Informant's  Name  (Penon  giving  itatlitical  detail*) 

No.  ^ Street  City  or  Town 


' No.  ^ Street  . City  or  To* 

(d-faylf  - -JCt-Uk.  />J  rUdX^  ' iV rt>!f> 


Place)  of  Burial  or  Removal 


/surjal  or  j 

c£wA 

Undertakes  Name  S)  c\_  . 


Cemetery 

Address 


PHYSICIANS  CERTIFICATE 


I HEREB  YCERTIFY  that  I attended  deceased  during  last 

illness,  from hUff ......  f.4. 190^ to 

190  ; that  to  the  best  of  my  knowledge  and  belief  death  occurred 
n the  date  slated  above,  and  that  the  CAUSE  OF  DEATH 
ias  as  follows: 

(If  a soldier  or  sailor  who  served  in  the  war  of  the  rebellion  both  the  primary  and 
itributory  causes  of  dearfk^mast  be  giyjm*) 

Unary:  j \JLfc/  U t 


CDuration) 


Contributory : j 

(Duration) 


(Signed)  ..^C. W./PUic. k-4... 
( Ad  frees / 


M.  D. 


7 r 

Hdsal/fng  at 

Place  of  Death? Years Months Days 


Usual  Residence 

Sprcial  Information  from  Hospitals,  Institutions,  Transients,  or  Recent  Residents, 


Received  at  . sy 

City  Clerk  * MfU/.  / ff  ,qo 


'0^:  j 

Cffau/  )//  i/c/t 

fctf*  City  C/cr 


flo 


- 


ALL  NAMES  TO  BE  IN  FULL 


Q 

tc 

o 

o 

Li 

tc 

I- 

z 

u 


* 

I- 

3 

o 


COMMONWEALTH  OF  MASSACHUSETTS 

CHELSEA 

RETURN  OF  A DEATH  ( city  or  town.) 

FULL  NAME  SAQQ., Registered  No.  ) 4~5~ 

PDe*th*  } ^elth  } ...TXV.CUUL fcJb . 190  ^ 

Residence  . ...A-U. . . , Age 1..V?. .years (J.j months sU.O  days 

STATISTICAL  DETAILS 

PHYSICIAN’S  CERTIFICATE 

SEX  COLOR  SINGLE,  MARRIED, 

WIDOWED,  OR 

VYY\  "Ur  divorced  "IaT 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last 
illness,  from.rl!l3j7......\.  .>., l90^..to.Y^lftJX/.....)..fc.T.l90 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 

. )U&£sL&Xkl>C.  XV J. . . CCC  . . 

Contributory : . J^Q . JL/'.YTXCC ; . 30* Y.V/Qi . . . j^.-GCOO 

(Signed). ....A...L.S^_fV-JC  C A . ^ — rS  m n 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE* 

L;  r\  £)  /Oi  i i nv \A)  , rv\  XX  A/V\jJ 

NAME  OF 
FATHER 

\\)\j\nl  \\  j f? U r v\JH> l l>t\ 

BIRTHPLACE 
OF  FATHER* 

St.  ' U'-U/v^  vn  fc. 

MAIDEN  NAME 

OF  MOTHER  ) 

r Tv  o n.  C a \ m / ( S j 

.XOfmi....!..V..,..l90.4xAddress)..^^^..AA.C.«^.!...^.O.^..r.«'..iiJ;..v.. 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents.  •< 

How  long  at  „ 

Place  of  Death 7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 

I BIRTHPLACE  A 

OF  MOTHER  * 

S)  v r \r>r\.  jlx  \ ^ V Y^rr  * rv\  p i 

OCCUPATION 

i jl) 

INFORMANT  5 



n ? Clerk 

‘t  2j 

PLACE  OF  BURIAL  OR  REMOVAL  II 

.J'fr'U-vV-  ^ <>  VjU  St  .-n 

DATE  OF  BURIAL 

. . T.]Q.0.JAJ.  .. . ).  [.  ,.  1 90  [: 1 . . . 

•City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  «r  widow.  I! 

J State  or  country)  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 

UNDERTAKER 

Q.-d>,  Vf  ivjuIjd  /„/U 

ADDRESS 

r rw> 

FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


REJURN  OF  A DEATH 

FULL  NAME Registered  No. 

Place  of  Death  * r ^ , 


Date  of  Death 


v-  4. sr 


.years  . 


.months days 


STATISTICAL  DETAILS 


3^4. 


.22HSE,  MARRIED, 

mmiBrce 

Tywoweeo 


MAIDEN  NAME  t *v_ 
HUSBAND’S  NAME  t 


und^/taker 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  XJER'HIFY^.tJiat  I attended  deceased  during  last 

illness,  from '^'y\  /fc 190  fk.  to 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  


(duration) /. DAYS 


Contributory : 


(Signed) 


%cAii  190 ..^..(Address) ..  


. (duration) 0AY8 

...  M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  how  lone  at 

Usual  Residence  Place  oi  Death? 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


Days 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known, 

'§  Name  and  address  of  person  giving  statistical  details. 

T’  Name  of  cemetery. 


-/p'  o f 


FILL  OUT  WITH  INK.— THIS  IS  A PERMANENT  RECORD 

ALL  NAMES  TO  BE  IN  FULL 


FULL  NAME  ...fi 

Place  of  \ ^ f 

Death*  S 

Residence  d> 


COMMONWEALTH  OF  MASSACHUSETTS  ) 

RETURN  OF  A DEATH  ( CITY  OR  TO  WR\) 

OUl s 


Registered  No. 

,90 

Age.  J./‘f ..years.  ....*& ..months.  lo  ..days 


1- 


STATISTICAL  DETAILS 


SEX 


TyiaJjh 


COLOR,  , 

QMuA 


J2s 


WIDOWCDt-QR 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE 


/day?J-  {3-(nX  yiba^ 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER t 


MAIDEN  NAM 
OF  MOTHER 


Contributory:  



(Signed)  ...  0;t ' „. 

JilcutaA^u, 


'yyvou^iJ!-- 


BIRTHPLACE 
OF  MOT 


^)iAAXk- 


OCCUPATION 


N /)  / 

to 


INFORMANT§.  n 


<yu?/sMAjsv 


7VLa^IyiLl^)y(^  ( /PI^jaLw 


PLACE  OF  BURIAL  OR  REMOVAL  II 

%Al 


yi/^Mo 


IVlUV  HL  u 

drvusL 


DATE  OF  BURIAL 


UNDERTAKER 


LM/),l  i U.  v 


7 


190 


ADDRESS 


RJTTSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190^.  to ...r^ff^../,.tfTr....|90../?, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(duration)..  

(Llso(u  '10— £ r/c<  ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 


. years. . 


.months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

S Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


6, 


A 


* -/?*? 


COMMONWEALTH  OF  MASSACHUSETT 


l 


2. 

( CITY  OR  T(»VN.) 


.Registered  No. 


Residence 


RETURN  OF  A DEATH 

£y^4Yg/iJ2..(2j....  

2lL'T?:.L, £.. D“,  r 

Age years <^2. months days 


FULL  NAME 

Place  of 
Death 


STATISTICAL  RETAILS 


SEX 


COLOR 


THcio  'Mills- 


-6+Watg,  MARRIED, 
WIDOW  CD,  OR 


ni'/noncn 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


a^fu^Dou 


NAME  OF 
FATHER 


/QGcf  woiAAb 


BIRTHPLACE 
OF  FATHER? 


J2^ 


MAIDEN  NAME 
OF  MOTHER 


JjPaA  ^£-1 4r/^//-, 


BIRTHPLACE 
OF  MOTHER? 


±^1 


4>  A -CL  /PLcx  A 4- 


OCCUPATION 


INFORMANT  § 


i/UTi  \y^ 


PLACE  OF  BURIAL  OR  REMOVAL  II 

ijjLLLLLx . => 


,7/  /^-e’  if  ra:fp  Q^ 


RTAKER 


DATE  OF  BURIAL 


190.. 


ru 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  fS^-r.A  ./.  Ay . ..  190  j^to  190  , 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

i.  ^*1— 

(duration).../^ DAYS 

: ;Srrtr 

(OURATION) I. DAYS 

(Signed) M.D. 

^/it2T.A//...l90.!>?..(Address)..'fdi2...  


Contributory 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted,* 
If  not  at  place  of  death?. ... 


Filed 


.190 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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FILL  OUT  WITH  INK.— THIS  IS  A rtn»«Antra  V HcCORD 


COMMONWEALTH  OF  MASSACHUSETTS 
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; ^ RETURN  OF  A DEATH 


(CITY  OR  TO 


Place  of 
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Death  * ) Death  \ 
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O 

t- 
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STATISTICAL  DETAILS 


SEX 


COLOR 

IM 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 


MAIDEN  NAME  ^ 

OF  MOTHER  ^ 


Uj  • (a/^Lz&Z 


BIRTHPLACE 
OF  MOTHER? 


OCCUPATION 


INFOR^ALLLS _ 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


DATE  OF  BURIAL 


,„.g. 


ADDRESS 


1 — 


PHYSICIAN’S  CER  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

M/3  ,00</to v 


illness,  from  ...  I90'.9lto ./* r4yTr...^^. 190.1?..., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


Contributory: 


.(duration)..,  • DAY  8 


7- 


./TT\ (duration) DAY8 

, 

^/...  19  0.!^... (Address). *3 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

A DEATH 


RETURN  O 
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.Registered  No. 


pr,h°.'  i o.“,r } n.  f s 

- ^ 'c  *r  //  o 
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STATISTICAL  DETAILS 


SEX 


X-C&vt  ix  


COLOR 

I'l  /AL 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  uis~lXX^ 


MAIDEN  NAMEt 
HUSBAND’S  NAM 


"X  Ty  z ' — ViZ-'t  X 

Et  , 'H  - 


birthplace! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER? 


MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER;  Y? 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

^ ^ 


DATE  OF  BURIAL 


190 


z. 


UNDERTAKER 

<zX$-< 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  lastLSt 

illness,  from l90  .tjK.to  ..  Jh^^.  .....  I90.Z 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the  he 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows  :s: 


.(DURATION) .J.....  DAYS  YS 


Contributory: 


(duration) DAYS  YS 

(Signed) M.D.  3. 


l90..^.(Address)  


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,  ts, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days  ys 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190 


Clerk  rk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI-  51- 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


1 


FULL  NAME V 

Place  of  | i| 

Death*  f > 'Q 

lb  c 


Residence 


RETURN  OF  A DEATH 

. . . Lo.  _ . . . ( 


{CITY  OR  TOW N.) 

Registered  No. 


' --i-l  ')  DDeathf ! fWoA  .i.3..  190  'R 

SxL Age  //  X 


.years.. 


..months days 


STATISTICAL  DETAILS 


SEX 


COLOR 


smete,  married, 
widowed,  -Ctr 
DIVORCED 


MAIDEN  NAME 


HUSBAND’S  NAME 


BIRTHPLACE* 


/X^-oLg—  OUrx^^L 


BIRTHPLACE 
OF  FATHER* 


(Signed). 


MAIDEN  NAME 
OF  MOTHER 


& (&JSZZ. 

(Address)./^^^vr^^^..^d<^.<^f.gfr<^t ^ 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANTS 


c5^ 


Try./1  Q-CX^fciL-^ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


3l 


j? 


1 


DATE  OF  BURIAL 


Y)gbrU..iL.trF...  I90b|.... 


ADDRESS 

3-Acw-vjl.^C 

/3o^A-Q-y\^ 


PHYSICIAN’S  CERTIFICATE 


I HEREELY  CERTIFY  that  I attended  deceased  during  last 


illness,  /</....* \2Q  ^..Ao  190^.., 

that  to  tl^best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


(duration) OAYS 


Contributory: 


. (duration) DAYS 

— ^ 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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& 


"2-2-  ° ? 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


{CITY  OR  TOJf-ZV.) 


FULL  NAME 

Place  of 
Death 


(.-ClY. Registered  No.. 


Residence 


RETURN  OF  A DEATH 

C .zQ 

D“,  t \2YadAy.Z '.<r.ma 

Age /A/. A years months ,<es» 


STATISTICAL  RETAILS 


COLOR 


CIMOtrCj 


WIDOWED, -ttS- 
P I1 ' ^ FI  0 G D 


MAIDEN  NAMEt 

CO H attui 

HUSBAND’S  NAME  t 

Anctvi/CU  (A  AO  (7) A rtAa/x 

BIRTHPLACE* 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER* 

/(&O^A3(/-Ouu 

MAIDEN  NAME 
OF  MOTHER  - . 

TVi 

A 

BIRTHPLACE  __  /7  . /] 

3> v £ ,J elc^cl 

OCCUPATION 

INFORMANT! 


. ^rtoA'TAAjCL' 


PLACE  OF  BURIAL '"OR  REMOVAL 


UNDERTAKER 


'AA'LAAJ'1  J&L/ 
^ i ~z  i~ 


UW'lYU?^ 


DATE  OF  BURIAL 


190.. 


ADDRESS 


/ 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  arjd  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . 


. (duration) DAY 8 f 

Contributory:  ...C 

. .. 

(Signed) i.A.. ).([..  M.D. 

190.^  (Address) , 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients^, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 


Filed 


.190. 


Clerk- 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  R ESI-. 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or- 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country ; also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 





ALL  NAMES  TO  BE  IN  FULL 


FULL  NAME. 

PlaCe  °f ' ,>>/  ’ 


COMMONWEALTH  OF  MASSACHUSETTS  . / 

RETURN  OF  /y  DEATH  {city  or  to  to 


Death 

Residence 


P 

2.. LdJ. 


Age...  ..^TTTTTrrr rm. years. 


Registered  No.. 

rn 

z 


r..Jr-y. 1 90^ 


montt)/ ...ZTT'^t. days 


STATISTIC AXj  DETAILS 


SEX 


Tyia  la, 


COLOR 


. ^ 


SINGLE,  +TWRRTFU, 
WIDOWCD,  on 
DLVORCE.D 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHE- 


* Z"V  ~ 


BIRTHPLACE 
OF  FATHER* 


Q/g y piety ^ 


MAIDEN  NAME 
OF  MOTHER 


Q-,  ^ouXsJ^jicC 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT? 


d> 


/5?  * 


PLACE  OF  BURIAL  OR  REMOVAL! 


r 


DATE  OF  B 


ADDRESS 


yy/ 


/ 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


.(duration). 


(A\J  /lAj'-  Ljt 

^V. days" 


Contributory : 


cmM 


(duration) DAYS  . 


(Signed).. ■ frT /.. Y.l  M.D. 


(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or' 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSET 


FULL  NAME 

Place  of 


Death  * 


r RETURN  OF  A DEATH  (CITY  OR  TOlPN.) 


Registered  No. 

TJ f 


Residence  ...  Age 


..years ( months;. 


^;..days 


STATISTICAL  DETAILS 


7/  l/yJo. 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


ornate,  married, 
msm 


J4)t 


BIRTHPLACE* 


NAME  OF 
FATHER 


tu  fk  t' ) 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


ryl'l#lsL 


(Signed) 

52-  ^ 

.190.^.  (Address) 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


A 


INFORMANT  § 


A)i 

7^  (Qcnt-C 


PLACE  OF  BURIAL  OR  REMOVAL!) 


DATE  OF  BURIAL 


190.. 


UNDERTAKER 


A 

" A 

Ct4VM/L/si  , Chi 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


1 HEREBY  CERTIFY  that  I attended  deceased^  during  last 
illness,  f rom^,*«*.»^^. 190^!  to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primar 


i ary:  t 


Contributory:  J 


y. (dURATIOn).!^.^^ DAYS 

: . ... 


' “ ~~  /* 

m'aC ° 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 

DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

* State  or  country  j also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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FILL  OUT  WITH  INK.— THIS  15  A KEKIVIANtNI  KttOKU 
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SEX  COLOR 

SINGt-'E,  MARRIED, 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE!  /i 

COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME  v 

Place  of 
Death 

ua.JMjcwLl&.oa. Qmmmj. 


RETURN  OF  A DEATH 

7U.a^L... 


Residence 


STATISTICAL  DETAILS 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER! 

/oh 

f f 

c?7Ayot^ 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  R EMOVAL II 


UNDERTAKER 


]UI  VV)s\}as 


DATE  OF  BURIAL 


190  . 


ADDRESS 


o 


•Age 


L7. years L/TT7 months days 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CITIFY  that  I attended  deceased  during  last 
«V 


illness,  from  ..  X VA'~"r  T \90Q..to''./fit</i>. ...rir?.  if  190 ...  J., 

that  to  the  besrof  my  Imowledge  and  belief  death  occurred  on  the 
date  stated  above,  an{l  that  tfoe  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


Contributory : 


//WV'C?  'y. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or, 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  j also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A_DEATH 

FULL  NAME  


{CITY  OR  TOWN.y 
Registered  No. 


Pla“  “'} ? 

"fif.. Age hZ.A <£ m*  ,.a..A. 


Death 
Residence 


..days 
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lL 
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to 
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STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  — 'g 

DIVORCED  C/Zf  ^ L^L^-A 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTH  PLACE  f 

NAME  OF  

FATHER  s X .'  / > 

BIRTHPLACE 

of  father; 

MAIDEN  name 
OF  MOTHER  /Z' 

BIRTHPLACE 
OF  MOTHER^ 

OCCU  PATIOPP^7 

zscVc7 

INFORMANT? 


PLACE  OF  BURIAL  OR  REMOVALlI 


JX  <= 


UNDERTAKER 


FAKER  ,, 

TP  Ajr^ 


cru~- 


DATE  OF  BURIAL 
/A 


190 


i.£. 


PHYSICIANS  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from^yA y?..  I90#.to  \90&  , 

that  to  the  best  of  my  knowledge'and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


Contributory: 


X^ 


. (ou  ration) /....DAYS 


^-  3 gef-Addr.., 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery, 


^ 0 


^S»£sz/ 


^-yz^a^/  1 3 / ^ ° ^ 


FULL  NAME 

Place  of  Death  ) 
and  Residence  j 


Date  of  Death 


COMMONWEALTH  OF  MASSACHUSETTS. 

' ’ CITY  OF 

RETURN  OF  A DEATH-1909.  BOSTON. 

.miSW.O.r.fck.A ...Gl.lMo.n Registered  No. 3.1Q4 

Boston  Mass. Gen. Ho apt . 


Apr.  3 


A Q 

1909.  Age  years 


29 

months days. 


STATISTICAL  DETAILS. 

PHYSICIAN’S  CERTIFICATE. 

SEX  COLOR  SINGLE,  MARRIED,  WID.,  DIV. 

MW  M 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last  illness, 

Maiden  Name 

Husband’s  Name 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
^ate  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

S,R^o\: ) Gen . ?e  r it  on it i s , Ac . PI eur i t i 

Birthplace  Belgrade  ,Me . pfS 

(Su-faC-gA  

Yu-  i - M — y 

4 daps 

u"  1 UX'B'OS’TX 

\ Towron 

Name  of  m 4 A A cm 

Father  n Yo^, 

• itta  xjjj  1 



Birthplace 

of  Father.  

Contributory : \ Appendix  abscess  - 2^-  wks 

Maiden  Name 

of  Mother 

(Duration)  ( 

Birthplace 

of  Mother 

Occupation Retired 

(Signed) :•  H Burlinplu.;:: M D 

a 

. AP.P.VVf. 1909 

SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recen- 
Residents. 

Admitted  to  hospital  Mar. 31,1909  * 

Place  of  Burial  Belgrade , Me . 

or  removal 

Winthrop(Taf t Ave ) 

. . , , C K Shurtleff 

Undertaker 

Filed .ATr’5 1 909. 

Registrar. 


J 


„ • - — 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


to 


^ j L-  C — 

( CITY  OR  TOWN.)/ 


FULL  NAM 

Place  of 


E 


Registered  No.. 


Death 


?} 


i.4 &***<£. 2&£L C } tZt. 


.190 


7 


/ v «-  'a  y 

Residence  Age <£S.. 


..years.. 


.A. 


months Z days 


STATISTICAL  DETAILS 


SEX 


A 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


u 


1^. 


BIRTHPLACE 
OF  FATHER? 


2* 


iAf~L 


( 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER? 


6? 


'L 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  R EMOVAL II 


DATE  OF  BURIAL 

y/s—  . 


i..T.. 


UNDERTAKER 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  I90^..to  .. .*?!^!^....!£..™.I90.$., 

that  to  the  best  of  my  knowledge  and  belief  xleath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary,  


.(duration) le. DAYS 


IP 


Contributory : 


. (duration) DAYS 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days  * 

Where  was  disease  contracted. 

If  not  at  place  of  death? I 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information,”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


U-  f 

Cbp)^, . o-  -’’  o 7 'J 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

R 


RN  OF  A DEATH 

FULL  NAME  . (dps. 


. ^ (yvtyfJh'i  i- 


{CITY  OR  TOWN. 

..Registered  No 


i/ 

c 


o 


piz/ 1 DoTJ\ a 

Age SL&. . 


Residence 


..years*. 


.months r. days 


STATISTIC AJj  DETAILS 

SEX 

‘TUales 

WtetE,  MARRIED, 
WtDOWECV&R 

Diwoaccn 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTH  PLACE  t 

NAME  OF 
FATHER 

'IjLaaA' 

BIRTHPLACE 
OF  FATHER t 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER t 

<5  Co-A- l 

OCCUPATION 


AQ/MricUC  T Pu^ 


INFORMANT  § 


cy*HAs^ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


CO fiOLA^q&s  /Vb  a/LSL 


I DERTAKER 


/\JNC .......  I 

aunt.  i .7//  / d; 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  


r.<£Lv. 

(duration)....  /a  DAY8 

Contributory:  

(duration) DAYS 

(Signed) M.D. 




SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days . 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  \ also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


i 7 6 7 


FILL  OUT  WITH  INK.— THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


(Etig 


nf 


RETURN  OF  A DEATH 

FULL  NAMEA$ddA..9U^tfafj/. 


*Place 

Death 


Residence 


(Eambrftg? 

Registered  No — 

f [ Cambridge  \ LRatr. . itCC. . i9o  9 

' Name  of  Hospital^5rT2>stitution,  if  any  No.  , Street 


Place  of  | / <3 Zf.. Age./tf.lCZYears Months Days 


City  or  Town 


STATISTICAL  DETAILS 


Sex 


Color 

Ur 


Shagfe,  Married, 
Wrnfyed  or 
Divorced 


Iaiden  Name 


/TT)a  mar 

6/24 


married  or  divorced  woman 

k/ 

Husband's  Full  Name 

0 fju fhr. 

Birthplace  .City  or  Town  an/)5tat e or/Coun 

QsU*. MA<J  r. 

Full  Fame  ef  Father  ■ t a-  p 


ie  ef,  Father 


Birthplace  of  Father  City  or  Town  and  State  or  CoiTn 

Ah X, 


Maiden  Naine  of  Mothe. 

SpMcal 


Birthplace  of  Mother 


or  Town  and  State  or  Country 
<rtA/y>) 


Occupation 


ih 


truM_ ' 


Informant's  Name  (Person  giving/statistical  details) 

No.  Street 


City  or  Town 


1 P.-X 


Place  of  Burial  or  Removal  Cetsmcyr 

•p'  . U.(h\d.: 


Undertaker' s Name  ^ ^ ■ 




Address 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
ill ngfs,  from .... \CC. 1 go  9 to V... 


igof ; that  to  the  best  of  my  knowledge  and  belief  death  occurred 
on  /he  date  stated  above,  and  that  the  CA  USE  OF  DEA  TIL 
ras  as  follows: 

(If  a soldier  or  sailor  who  served  in  ^he  war  of  the  rebellion  both  the  primary  and 


contributory  causes  of'^artTmust  be  given.  fj  s if 


(Duration) 


Contributory . 


(Duration) 


*How  long  at 

Place  of  Death? Years Months Days 


Usual  Residence 

Special  Information  from  Hospitals,  Institutions,  Transients,  or  Recent  Residents. 


Keceivecl  at  oificeyoL  ✓ 

City  Clerk CO/x^C.  . f y igoy 

% 


ffFxfde  City  Clerk 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 

✓ ^ 

RETURN  OF  A DEATH 


FULL  NAME 

Place  of  [ o 2 

Death*  S 


( CITY  OR  TOWN, 


Residence  Age. 


Registered  No. 

Da,eo'1 


Death 

years months 


STATISTICAL  DETAILS 


SE> 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


OCCUPATION 


INFORMANT  § 


s-r-  «S) 


PLACE  OF  BURIAL  OR  REMOVAL  II 


*7 


UNDERTAKER 


£f 


DATE  OF  BURIAL 

<£ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

_ ■ 

BIRTHPLACE* 

NAME  OF 

FATHV^^.  /Y' 

■ 

BIRTHPLACE  _ 

°F  »™«. 

- 

MAIDEN  NAME 
OF  MOTHER 

.Op- 

BIRTHPLACE 
OF  MOTHER* 

^ - 

190.., 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from 190  .^..to 190  ? 
that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


& 


(duration) 


Contributory: 


(Signed) 


\ of 

■y&^<ff7l9o£.  (Addre^.....^^?^^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ /j  '3 


[l-’09-37-XXXM.] 


Permit  No... 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


A , } Bate  of  Death, 


(Single,  Married,  Widowed  or 
Divorced.) 


Name  in  full 

y : y 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex,  Color,  Condition,.. 

AgefAl...  Years , Months,  jfSf Days.  Occupation, 

Residence,*  u. m Ward,. 

Place  of  Death;. £MS4 

Place  of  Birth,  


Name  and  Birthplace 
of  Father, 


ear,  piontb 

ate  of  Birth,  f 

~. 


Maiden  Name  and  j Af-  CMhtten&y. r... 

birthplace  of  Mother,  j i . /?  /7  /7  /f  S 


Birthplace 

Place  of  Interment ^ 


* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, 19...?  ^ 


Name  and  Age 
of  Deceased. 


/ 


^ 6 } Age, years 

I hereby  certify  that  I attended  deceased  from..  oy,  to f 

19 & J,  that  I last  saw..  JU, .alive  on  the day  of 19  O ff 

that died  on  the..  Tr-Nl dan  of.  'H 


•f 


o c,—~ 

.19  Of,  about  ...y. o’clock 


jL*_ 


AM.,  or  P.M.,  and  that,  to  the  bes^of  my  knowledge  and  belief,  the  cause  of. SSrr<?.. death 

was  as  follows: 

, 

I Chief  cause,. 

Disease 

( Contributing  cause, 

(o  ? 


Duration 


Chief  Cause, 


Contributing  cause, 


M.  D. 

^PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEETHE  OTHER  SIDE  OF  THIS  BLANK. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD 
IN  GIVING  CAUSES  OF  DEATH. 


BE  AVOIDED 


V 

* 


o 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  asthenia. 


See  "Asthenia.”  The  term  "infantile”  adds  no  precisic 
to  an  indefinite  statement. 


Infantile  atrophy.  See  "Atrophy." 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  "overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation.  What  disease  caused  the  malassimilation ? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement.  See 
What  was  the  cause? 


“Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 

Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  “marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  Sta 
fully,  as  this  return  in  itself  is  practically  worthless  f 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  wri 
exactly  in  this  form  Did  it  follow  scarlet  fever,  pne 
monia,  or  some  acute  infection?  If  so,  name  the  pi 
mary  disease.  Was  it  traumatic?  If  so,  state  tl 
nature  of  the  violence  which  caused  the  meningiti 
Was  it  tuberculous  meningitis? 

Was  it'acute  or  chronic?  If  acute,  occurring  in  the  cour 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Old  age. 


This  is  not  a satisfactory  return.  The  influence  of  age 
shown  by  the  statement  of  age  in  years,  months,  ar 
days.  To  this  the  statement  of  “ old  age  ” as  a cause 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
"Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  " Idiopathic  pel 

tonitis”  should  be  rarely  returned.  Was  it  puerpei 
or  traumatic?  In  the  latter  case,  state  mode  of  injur 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia, 
should  be  reported.  Anemia  due  to  tuberculosis,  syp 
ilis,  etc.,  should  be  returned  under  the  primary  diseas 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  "old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Senile  asthenia. 
Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia  or  lobs 
pneumonia.  If  sequel  to  influenza,  state  that  fact. 

What  caused  the  pyemia?  Was  it  puerperal  or  tra 
matic?  If  traumatic,  state  nature  of  accident  causii 
injury. 

See  “Old  age”  and  "Asthenia.”  Give  disease  causii 
death. 


See  “Old  age”  and  "Atrophy.”  State  disease  causii 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  “ Old  age.”  State  disease  causing  death. 

See  “ Old  age.”  Name  the  disease,  if  any,  that  caused  t 
decline. 


See  "Old  age”  and  "Marasmus.”  Name  disease  causii 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  inj'ury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure"?  The  heart 
always  “fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  operatic 
Unless  the  operation  was  improper  or  unskilfully  p< 
formed,  it  should  not  be  given  as  the  primary  cause 
death. 


Teething  Name  the  disease  affecting  the  teething  child.  See"De 

s‘  tition.” 

Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  extern 

agent?  Was  it  auto-intoxication,  due  to  poisons  ge 
erated  in  the  body  by  disease?  If  so,  state  the  nar 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmona 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion . 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not  fi 
to  specify  organ  or  part  of  body  affected. 


Typhoid  condition. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typho 
fever. 


Typhoid 

pneumonia. 


Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A mi 
ture  of  these  diseases  rarely  occurs,  the  great  majori 
of  cases  of  so-called  “typho-malarial  fever  “[being  not 
ing  more  nor  less  than  typhoid  fever. 


- m 
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rJXledical  Examiner’s  No.  i*h (o  r v 1909 

^ . <£,'{'  x ^fcV 

£>%.  Return  of  a 


,#"o\  •$' 

# #5>  ^ K 


o 


r*  \t- 


3\[ame  in  full, 


‘ Permit  Pfo.  / fj/  *L*\j 

H. 


X * - 


BOSTON,  MASS. 


1 Dale 


_ o/  Death,  (Mx/vJL  3j) 

0jv\daeAJo-. \^a5SU^ 


5ex, 


A/v/v 

i'll'  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color,  Condition, VvxC^aaX- 


(White, 


(SHTgTT?>  Mil  rried,  W44e-w^4-<*r 
Di-vomnaj.) 


jdge,  f~ f I Years,  Months,  Days.  Occupation, 

Residence,  ^ ^ ^ '...„ T*W  /?• 

‘Place  of  Death,  \<b6r>ifl'V^  Ofc  )fev 


Place  of  Birth, 


Name  and  Birthplace  \ 
of  Father,  ) 

Maiden  Name  and  I 
Birthplace  of  Mother,  ) 
Place  of  Interment, 


(State  year,  month  and  day.) 


Date  of  Birth, 


CwOlAjU,  SS~t  «>  v-vst^c-C  — - StKj<^dL 

e 

vv. 


Undertaker. 


Cerftftcafo  of  tfye  QUebtcaf  (Bramtner* 

I hereby  certify  that  t*< 


age  residence,  \c£k;  Q& 

who  died  on  the  y day  of 

came  to  Uto  death  from 


o4&cv.  c5EC, S&  JlfhaueA, 


ft 


Cause : 
Manner 


19 


m a, 

CYedicaiCxaminer  for  Suffolk  County. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME. 

Place 
Death 


L in  M i vi  c.  ..A 


Residence 


TURN  OF  A DEATH 

'QvU&. 






.Registered  No. 


Date  of 
Death 


Age 


«2 A. 


.years.. 


./ 


6 " 


.190 


.months days 


t 


STATISTICAL  DETAILS 


COLOR 


StNOrE,  MARRIED, 
WIDOWED,  eft. 
DIVORCfrO 


MAI  DEN  NAME?  ^ 

HUSBAND’S  NAMEt  i h [/  </  . f)  ' i /]  .// 

AV/  SfaMfsvLOVL 

birthplace!  y r\ 

PlAASL, 

NAME  OF  A ADC-P 

father  r7)f/  U 

cy/fa 

BIRTHPLACE 

MAIDEN  NAME 
OF  MOTHER  lyl  J 

/TiciAyfyy 

yci^Ajey  uyyne  ^ 

BIRTHPLACE  V ^ . 

OCCUPATION 


CD 


Cyi '-JL 


INFORMANT  § 


>Mruy  y,  tyu 

SOVAL  U IT  DATE  OF  BURIAL 


PLACE  OF  BURIAL  OR  REMOVALII  J/  DATE  OF 



UNDERTAKER  f ~ [ .ADDRESS 

// )'74^T is  'I/&IIJ4. 


190  . 


''l/c/i  /7 /u  XAc 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  

\7^t^LSLT7  yocD. 


(duration) DAYS 


Contributory: 


(Signed)  . t l fc 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details, 
of  cemotery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  ) 

i*  S •••• 


RETURN  OF  A DEATH 

i>  rv?. . r\. 


Death  ’ 


~T 


y i 


^Sc 


Residence  '..fr.trTr^T>. ...rWT. Age 


STATISTICAL  DETAILS 

SEX 

COLOR 

/ 

SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCEIJ^ — 

MAIDEN  NAMEt 

BIRTHPLACE? 

I NAME  OF 

| BIRTHPLACE 
OF  FATHER? 

<1 

MAIDEN  NAME 
OF  MOTHER  ^ 

; - 

BIRTHPLACE 

OF  MOTHER?  . 'jT  / - 

, 

OCCUPATION 


informant} 


/? 


PLACE  OF  BURIAL  OR  REMOVAL  II 

& 

DATE  OF  BURIAL 

UNDERTAKER 

C/f/9^. . 

- ■ * r ~ ■■  * 

ADDRESS 

PHYSICIAN'S  CEE  TIFICA  TE 


I HEREBY, 
illness,  from. 

that  to  the  best  of  rtfy  knowledge 
date  stated  abpye,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary : 


lopye,  and  that  the  c, 


[yff. DAYS 


. (duration)..  s' 


Contributory: 


.£.^....190..^.  (Address).  ./2.M.J 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190 


Clerk 


•City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

] State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


\) 


'LL. 


[1’09-37-XXXM.] 


Permit  No... 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death, .9  .,  .. 

Name  in  full, 


19  m.. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, Male... Color, WM.l.a Condition, ilin&Le. 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 

Age, 2 Y ears, 1.1 Months, .3 Days.  Occupation, lio.ne. 

Residence,  * .....72...He.rnuin...2.t...---liiiilhro.p.,...i:as.s.. Ward, 


Place  of  Z)ea-^,.....7.2....Eej?.iiiari...S.t.t.....W.in.thr.o.p.,....l.as.s... lay.... 9., 1.9.Q9. 

. (State  year,  month  and  day.) 

Place  of  Birth, lle.Y/..t.on.,....¥.ass.. Date  of  Birth,.. Jun.e....£., 1 9.0.6..*. 

N ame  and  Birthplace  ) . Fxan£...E.a.ts.t.o.n.e.. £ajs.t...B.o.a.t.a:a.,....i..a.s.a.. 

of  Father,  ) 

Maiden  Name  and  ) __  XEe.0.d.Q.8.ia...P.arkJ. $.§W.l.Qn»....M.aaS... 

Birthplace  of  Mother,  ) 

Place  of  Interment, ...Kew.t.on...C..eme..tQny,....KQW.lDn.^.. .Maas.. /.. 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence.  Jgy  . ) 7. 


Jhdkrtaker^ 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, S/C  ^ 7 ' .19..??. 

Name  and  Age ) N?  ^ -y — -j / „ l 

nf  n^w.  f L Age, N?.. years. 

if. 19*/  , tO....?2<rf^  7 ' 

19&/, 


of  Deceased,  ) 

I hereby  certify  that  I attended  deceased  from.. 


19c *J,  that  I last  saw  .N/: 
that. 


...alive  on  the day  of.. 

.died  on  the <2 ay  of ,, 


1 9crp , abqj/t  ../P.'Pd...  .o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  anf /belief , the  cause  of....'lj£cJo death 

was  as  follows: 

( Chief  cause,. 

Disease 

( Contributing  cause, ffh.  XPhP**- ILcNp... 


Chief  Cause, 


Duration 


Contributing  cause,...  ,<3r. 


Iff,...  M.  D. 


^PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis, 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  “ Dropsy. 


How? 


If  so,  state  fully  the  nature 
ive 
? 


Infantile  asthenia. 


A practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 


W(phth11T?  tWr3tr°tPhsy?phms?S  'Whatermgan3  or  part 
atrophied? 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was 
puerperal  ? 


Was  this  not  pulmonary  tuberculosis? 


or  hypostatic  coDgcstioo?  II  so,  name  d.caa.  causing 
the  condition. 


What  caused  the  convulsions?  Were  they  epileptic 
nuerneail  or  caused  by  diarrhea  or  enteritis  (infants)? 
Same  the  disease  in  which  the  convulsions  occurred. 
”i Convulsion?”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  ot 
death. 


i»t  <»“w  .thSleSt'Xt 

Sai\d””i.“acd  should 
never  be  made.  , 


What  was  the  disease  causing  death  of  tK^h^jhl/ike 
“Dentition”  is  not  a proper  cause  of  death,  and,  lire 
“ infantile”  and  "old  age?'  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy"  occurred. 


Was  there  organic  disease  of  the  stomach  or  other  organs  ? 
If  so,  name  the  disease  causing  death. 


Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “Congestion  of  lungs. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


See  " Asthenia.”  The  term  “ infantile”  adds  no  precisic 
to  an  indefinite  statement. 


Infantile  atrophy. 
Malassimllation. 
Malnutrition. 
Marasmus. 


See  ” Atrophy.” 

What  disease  caused  the  malassimllation? 


What  disease  caused  the  malnutrition? 


Tf  extended  paralysis  resulted  from  cerebral  hemorrhage, 
If  th^  cause  should  be  given  and i the  expression  “genera} 
paralysis”  should  be  avoided.  General  paralysis 
should  be  written  only  for  general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  heart  failure  ? The 

always  “fails”  before  death  from  any  cause.  Be  par 
ticularlv  careful  that  deaths  from  diphtheria,  tubercu- 
loses. so  reported  If  organic  heart  disease 

is  meant  it  should  be  so  stated. 


What  disease  caused  the  "marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  bts 
fully,  as  this  return  in  itself  is  practically  worthless  I 
compilation. 


Meningitis. 


Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  wr 
exactly  in  this  form  Did  it  follow  scarlet  fever,  pni 
monia,  or  some  acute  infection?  If  so,  name  the  r 
mary  disease.  Was  it  traumatic?  If  so,  state  1 
nature  of  the  violence  which  caused  the  meningil 
Was  it  tuberculous  meningitis? 


Nephritis. 
Old  age. 


Peritonitis. 


Pneumonia. 

Pyemia. 


Senile  asthenia. 
Senile  atrophy. 


Senile  decay. 
Senile  decline. 


Senile  marasmus. 
Shock. 


Surgical 
operation. 
Surgical  shock. 


Teething. 


Toxemia. 


Vas  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fa  . 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Thiq  a narticularly  pernicious  term  and  is  responsible 

for  a mu!t“  ude  of  worthless  certificates  It  sounds  as 
if0  it  m“ant  sUomething  definite,  but,  in  the  majonty  o 

cases  it  does  not.  What  disease  caused  the  inanition  f 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Was  it’acute  or  chronic  ? If  acute,  occurring  in  the  cou 
of  some  disease,  name  the  disease  causing  death. 


This  is  not  a satisfactory  return.  The  influence  of  ag 
shown  by  the  statement  of  age  in  years,  months,  i 
days  To  this  the  statement  of  “ old  age  as  a causi 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  was  the  cause  of  the  peritonitis  ? Idiopathic  p 
tonitis”  should  be  rarely  returned.  Was  it  puerp 
or  traumatic?  In  the  latter  case,  state  mode  of  inji 


Pernicious  anemia. 


If  any  definite  cause  can  be  assigned  for  the  anemii 
should  be  reported.  Anemia  due  to  tuberculosis,  sj 
ilis,  etc.,  should  be  returned  under  the  primary  dise 


Specify  definitely  whether  broncho-pneumonia  or  lo 
pneumonia.  If  sequel  to  influenza,  state  that  fac 


What  caused  the  pyemia?  Was  it  puerperal  or  t 
matic?  If  traumat’C,  state  nature  of  accident  cau 


injury. 


See  “Old  age”  and  “Asthenia.' 
death. 


Give  disease  can 


See  "Old  age”  and  “Atrophy.”  State  disease  car 
death. 


See  “Old  age.”  State  disease  causing  death. 


See  “ Old  age.”  Name  the  disease,  if  any,  that  causei 
decline. 


See  “Old  age”  and  "Marasmus.”  Name  disease  cai 
death. 


What  caused  the  shock?  If  from  injury,  state  nate 
accident.  If  from  surgical,  operation,  state  disea 
injury  requiring  the  operation. 


ilways  state  the  disease  or  injury  requiring  open 
Unless  the  operation  was  improper  or  unskilfully 
formed,  it  should  not  be  given  as  the  primary  cai 
death. 


Name  the  disease  affecting  the  teething  child.  See  ” 
tition.” 


Was  this  acute  or  chronic  poisoning  due  to  some  exl 
agent?  Was  it  auto-intoxication,  due  to  poisons 
erated  in  the  body  by  disease?  If  so,  state  the 
of  the  disease. 


Tuberculosis. 

Tumor. 

Typhoid  condition. 


State  organ  affected.  Do  not  fail  to  state  as  pulm 
tuberculosis  if  lungs  were  affected. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  n 
to  specify  organ  or  part  of  body  affected. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  ty 
fever. 


Typhoid 

pneumonia. 


Was  the  primary  disease  typhoid  fever  or  pneumoni: 


Typho-malarial 

fever. 


Was  it  typhoid  fever?  Was  it  malarial  fever?  t 
tureof  these  diseases  rarely  occurs,  the  great  mi 
of  cases  of  so-called  “typho-malarial  fever  [being 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


( 


(CITY  OR  TOMVf.) 

■Registered  No. 


COLOR 


yttiUz 


RETURN  OF  A DEATH 

FULL  NAME JMUX/.LQ.  CUieJs.  .a.  . 

! ; D.':,r } 

Residence  aM  J?  /A  ....  V k . . 

months '...  ,7!>r. days 


/0 


■Age. 


.190 


? 


..years.. 


STATISTICAL  RETAILS 


StNQtrg,  MARRIED, 
WIDOWEDy  eft 


MAIDEN  NAMEt  AJ*' £>  j 

HUSBA"C"S  'Jw  M , ^a/e/Ltr 

BIRTHPLACE! 

NAME  OF 
FATHER 

BIRTHPLACE 
OF  FATHER! 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER! 

OCCUPATION 

INFORMANT  § 


U^VA^e.  y<=/ , 


PLACE  OF  BURIAL  OR  REMOVAL  I 

1/1  # 


7 (Hi, 4/zJjZy 

1DERTAKER  / 


UN 


4\ 


* C///PIa,/d  a-  ^~^{ru.ryt> 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  190^. to...  I90/.  , 1 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the  ’ 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : * 
Primary: 


m 


.(duration). 


Contributory:  SlaaaaaaxIj. 

(duration). 

(SiSned) M.  D. 

fnt  r2!^LINF°RMATION  °nly  f°r  HosPi,als'  Institutions,  Transient^/ 


or  Recent  Residents. 

How  long  at 

Place  of  Death? years.. 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


.months days 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


43 

/ ryyj  __ 

I 6 - /CiaCi 


V 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


STATISTICAL  DETAILS 


SEX 


COLOR 

97 


SINGLE,  MARRIED 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


J&CAsls/c. 


MAIDEN  NAME 
OF  MOTHER 


c/2>L 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


— 1 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from.. 

that  to  the  best  of  rrfy  knowledge 
date  stated  above,  and  that  the  CAUSE  OF  DEAT+kwas  as  follows: 


Primary 


..../.<?. 1 90.^.  to fe^yy.3* 190  -Fr , 

of  r/y  knowledge  and  belief  deatfi  occurred  on  the 
/e,  andthat  theCAUSE  OF  DEAT+kwas  as  follows : 

, ^unA^'€—C‘ — Clt 

y zm 


.(duration).. 


Contributory: 


1 


Si 


y.....^^.  (DURATION) ? 

(Signed) M.D. 

(Address). 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK.  — THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME. 

Place  of  j 
Death*  ! 


Residence 


RETURN  OE  A DEATH 





(CITY  OB  TOnyJY.) 


Registered  No. 

T^\2Ka^./d. 


Age... 


r. years..  ..months 


'f 


.190 

days 


>/ 


STATISTICAL  DETAILS 


COLOR 


SttfStE,  MARRIED, 

wt©ov*Fe»-,-©ft- 

DIVOfrCEO 


MAIDEN  NAME  ’ ^3.^ 

h (Ms  t£>  ‘A.IJJ/lrf  A 


HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


'O/ 


BIRTHPLACE 
OF  MOTHER* 


~P 


OCCUPATION 


I N FORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DERTAKER 


]uimv>A; 


pC 


DATE  OF  BURtAL 


190.. 


O' 


ADDRESS 

/ 


PHYSICIAN'S  CEBTIFICATE 


I HEREBY  CERTIFY  tjiat  I attended  deceased  ^ring  last 
illness,  from... . 190^?.. .to  ..At. -..  . /.f  . .....  190.^?.., 
that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE p F DEATH  was  as  follows: 

Primary: 


.(DURATION) DAY  8 


Contributory: 


(duration) DAYS 


^^?y-...'^.^.—l90.y..(Address) 


(Signed) "r S*<7.. . M . D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information,"  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


CTfcfel— 


ffTTH  iniv. — mis  IS»  A KtUlflANtMT  RECORD 
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COMMONWEALTH  OF  MASSACHUSETTS 

' * 

RETURN  OF  A DEATH 

A.  n' 


(CITY  OR  T\fFN.) 


FULL  NAME ^ Registered  No 

pr,;' } °Da:i,r  s 


Residence 


• Age y..3L: 


..years.. 


190^ 

months days 


STATISTICAL  DETAILS 


SEX 


COLOR 


yuah^  \Wajl^  ' 


'SMUiLfi,  MARRIED, 

winner  lyan 

CimORCED- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


(^2/^Cn/uC>4^c>y' 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


zJaaJ&vl 


t/yvi^ 


MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER  * 

— V 

/Is  > 

OCCUPATION 


INFORMANT!  " i 

& ATkL' 


[Q,  d^a^A 


PLACE  OF  BURIAL  OR  REMOVALII 


ERTAKER 


A 

(JyWlslA^r  CrwdA 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN’ S CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from \90  .Z  .f/r  ...190  ??  , 

that  to  the  best  army  knowledge  and  belief  death  occurred  oh  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
/ o / Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

$ State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS. 

CITY  OF 

RETURN  OF  A DEATH-1909.  BOSTON. 

full  name Cameron Registered  No. 4-5.62 

plaF®of  ?eath  \ Boston  J524  barren  st 

and  Residence  ) 

Date  of  Death  Mi.'.,  1<  1909.  Age  11  years months. Tv. days. 

STATISTICAL  DETAILS. 

PHYSICIAN’S  CERTIFICATE. 

SEX  COLOR  SINGLE,  MARRIED,  WID.,  DIV. 

MW  S 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last  illness, 
from ....  1 909  to  1 909, 

Maiden  Name 

Husband’s  Name / , //$. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the' 
-date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows  : 

| Pulm  Emphysema  - yrs 

infest ^ 

Birthplace  Winchester 

>,(?ur,^ra\) 

o | 

3te**3*^  II  m J 

William  Cameron\^%“N‘ 

AM  f//  I 

>• 

„B;rVhf,'h“e SoqUaxd 

Contributory:^  Heart  failure  — 

oMfaMeo?herame Sar. ah.  JIT  igh  t 

(Duration)  \ 

fi'tt* Scotlsmcl 

Occu pation J.+?. T an  C 6 

(Signed) I.T....^MT M.D. 

May  16 1909 . 

: 

Informant 

SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 

Place  of  Burial  Winchester 

or  removal 

Winthrop 

Undertaker 1 0 ,^it26Z 

Filed ! ' : ~X  1909. 

A”= 

Registrar.  | 

r — 


[4-’07-37-liM.] 


Permit  No. 

RETURN  OF  DEATH. 

BQSTONr  MASS. 


Name  in  full, 


Date^of  Death, 

0..i.CUa:DL / 


lAl 190 jf. 


Sex, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Color, 


married  or  divorced  woman  give  maiden  name,  also  name  of  hi 

V*  JlflA,-  ..Condition,. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age, / Yearf,  //  Months,  /.. ....  Day 4.  Occupation, 


Residence,* / / ( Cl  A 1 Ward, 

Place  of  Death, / 3 & .f&./JlAYiALh'Z,  (X  Vi''  IAaaji — zF  e 

/l  UzAA Date  of  Birth,..../. 


Place  of  Birth, 


(State  year,  mouth  and  day.) 


Xante  and  Birthplace  I CP7S14JIAL-  CL)  r .MICjL/LA. 

of  Father,  I // J ! r\  • z7  ^ ^ (j 

Maiden  X ante  and  ) U^.ftJ/slzU. ./U./Al.iMA:-fia££.a^ /w/l./l/ldA 

Birthplace  of  Mother,  ) Jfj  f . / ■ ~\ 

Place  of  Interment,  : iM.lC.Ii.  ifz>  . U. l/j/y.  / f.  ? 

A.JAlA-- 

Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

/£  .'*«■/  / s; 


Boston, 

Xarn  and  Y } YLNN  ' 

of  Deceased.  .)  /> 


190  . 


ft Age, I yearn, /i*^f 


f 190CS , to 


of  Deceased, 

I hereby  certify  that  I attended  deceased  from 

19  oy  , that  I last  saw  ,J~r„ alive  on  the / A day  of / .190 ^f, 

that  ...died  on  the  / ''  day  of  190*J , about  / • * C o’clock 

r / 

A.M.,  orH^rM*,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows:  t — . y ^ ^ " t 

J, ^ ^ 


j Chief  cause. 


Iiisease  > 

( Contributing  cause, 

Duration 


j Chief  Cause, 

| Contributing  cause, 


J. 


M.D. 


•If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


’ r— r 


COMMONWEALTH  OF  MASSACHUSETTS. 


CITY  OF 


RETURN  OF  A DEATH-1909. 


BOSTON 


FULL  NAME Oscar.  L ...  .Noble Registered  No. 

Ind6 Residence  [ Boston.  y 4 Donny.lirQ.Qic  roadf p 

Date  of  Death May  17 1909.  Age  79 


years . 


.months days. 


STATISTICAL  DETAILS. 


PHVSICIAN’S  CERTIFICATE. 


SEX 

M 


COLOR 


w 


SINGLE,  MARRIED,  WID.,  DIV. 

M 


HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 


Maiden  Name 


from 1909,  to 1909, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Pernicious  Anaemia  2 yrs. 




Birthplace Dexter, 


Name  of 


Father N athanial  ..Nob 


Birthplace 
of  Father. 


Maiden  Name 
of  Mother.. 


Birthplace 
of  Mother.. 


Occupation 
Informant 


Place  of  Burial 
or  removal 


Contributory : j Chronic  Interstitial 

(Duration) 


Nephr.it is, ab t 4 yr a . 

(Signed) Wm.  L.  Eipley 

May  .17  I 909 


M.D. 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


v Auburn  Crematot%sual  Residence..n.int.?rrpp 


Undertaker ...  J.  Waterman  & Sons 


Filed May  21 


1909 


A true  copy. 
Attaat : 


Registrar. 


K 


[l-’09-37-XXXM.] 


Permit  No 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

Date  of  Death,..  cMa...df. JUt 19  ojj.  .. 

Name  in  full, 


/ (If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, Cf^JfJ?.....Q/^£r....... Color, Condition,.. • 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


iuuutU|  vie,;  ^ i^lYUivCU,; 

Age,  Years, .7 Months, ....! <2s.  Days.  Occupation,  ..jf/Kp 

Residence,  * ,<  Ward, 

Place  of  Death, 


. (State  year,  month  and  day.) 

Place  of  Birth, Date  of  Birth, 

Name  and  Birthplace  ) (typtor&w... 

of  Father,  ) ,,  y / ^ 

Maiden  Name  and  ) 

Birthplace  of  Mother,  ) j ' V f if  ff/  //  / a 

Place  of  Interment, 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  D£ATH. 

Ch^f. tNtt 19°  X 

Xa^T)ecetstd,e  1 [ Age, Lb...  years. 

I hereby  certify  that  I attended  deceased  from 9 Of,  to 

that died  on  the f^rr..f2rf.. day  of 19  Of! about o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of  death 

was  as  follows:  f) 

( Chief  cause, °f 

Disease 

( Contributing  cause, 


Chief  Cause, 


Contributing  cause, 


Duration 


M.  D. 

a?  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEETHE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

State  cause.  Was  it  due  to  some  irritant  poison? 

Ascites. 

Name  disease  causing  ascites.  See  "Dropsy.” 

Asphyxia. 

How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors  give 
particulars.  Was  it  a case  of  overlying  (child)  f 
What  disease  caused  this  condition? 

Asthenia. 

A practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 

Atrophy. 

What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 

Blood  poisoning. 

Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 

Chronic 

Was  this  not  pulmonary  tuberculosis? 

pneumonia. 

Congestion  of 
lungs. 

Was  it  acute  bronchitis,  bronchopneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 

Convulsions. 

What  caused  the  convulsions?  Were  they  epileptic 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  ot 
death. 

Debility. 

What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever  d ph- 
theria,  tuberculosis,  Bright’s  disease  and  * h9s* 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 

Dentition. 

What  was  the  disease  causing  death  of  the  ■ teethlng 

“Dentition”  is  not  a proper  cause  of  death,  and,  hire 
“infantile”  and  “old  age,’  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Dropsy. 

Name  the  disease  in  which  the  “dropsy”  occurred. 

Dyspepsia. 

Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Eclampsia. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Edema  of  lungs. 

Give  cause.  See  “Congestion  of  lungs.” 

Gastric  fever. 

A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc. ! 

General  paralysis. 

If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  general 
paralysis"  should  be  avoided.  General  paralysis 

should  be  written  only  for  general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 

Heart  failure. 

What  disease  caused  the  “heart  failure”  ? The  heart 
always  "fails”  before  death  from  any  cause.  Be  par- 
ticularly  careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 

Hemorrhage  of 
lungs. 

Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  tail. 

Hypostatic 

congestion. 

Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 

Imperfect 

nutrition. 

State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 

Inanition. 

This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  / 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 

Infantile  asthenia. 


See  “Asthenia.”  The  term  “infantile”  adds  no  precisior 
to  an  indefinite  statement. 


Infantile  atrophy.  See  " Atrophy.” 

Malassimilation.  What  disease  caused  the  malassimilation  ? 


Malnutrition. 

Marasmus. 


Meningitis. 


Nephritis. 


Old  age. 


Peritonitis. 


Pneumonia. 

Pyemia. 


Senile  asthenia. 
Senile  atrophy. 


Senile  decay. 
Senile  decline. 


Senile  marasmus. 
Shock. 


Surgical 
operation. 
Surgical  shock. 


Teething. 


Toxemia. 


WJiat  disease  caused  the  malnutrition? 


What  disease  caused  the  "marasmus”  ? Was  it  due  t 
tuberculosis,  syphilis,  or  cholera  infantum?  Stat 
fully,  as  this  return  in  itself  is  practically  worthless  fo 
compilation. 


Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  writ 
exactly  in  this  form  Did  it  follow  scarlet  fever,  pnei 
monia,  or  some  acute  infection?  If  so,  name  the  pr: 
mary  disease.  Was  it  traumatic?  If  so,  state  th 
nature  of  the  violence  which  caused  the  meningitu 
Was  it  tuberculous  meningitis? 


Was  it  acute  or  chronic  ? If  acute,  occurring  in  the  couri 
of  some  disease,  name  the  disease  causing  death. 


This  is  not  a satisfactory  return.  The  influence  of  age 
shown  by  the  statement  of  age  in  years,  months,  an 
days.  To  this  the  statement  of  “old  age ” as  a cause  < 
death  adds  nothing  of  value.  Name  the  disease  1 
which  the  old  person  succumbed. 


What  was  the  cause  of  the  peritonitis?  “ Idiopathic  pel 
tonitis”  should  be  rarely  returned.  Was  it  puerper 
or  traumatic?  In  the  latter  case,  state  mode  of  injur 


Pernicious  anemia. 


Typhoid 

pneumonia. 


Typho-malarial 

fever. 


If  any  definite  cause  can  be  assigned  for  the  anemia, 
should  be  reported.  Anemia  due  to  tuberculosis,  syp 
ilis,  etc.,  should  be  returned  under  the  primary  diseai 


Specify  definitely  whether  broncho-pneumonia  or  lobs 
pneumonia.  If  sequel  to  influenza,  state  that  f act . ^ 


What  caused  the  pyemia?  Was  it  puerperal  or  tra 
matic?  If  traumatic,  state  nature  of  accident  causi 
injury. 


See  “Old  age”  and  “Asthenia.’ 
death. 


Give  disease  causi 


See  “Old  age”  and  “Atrophy.”  State  disease  causi 
death. 


See  “ Old  age.”  State  disease  causing  death. 


See  “ Old  age.”  Name  the  disease,  if  any,  that  caused  1 
decline. 


See  "Old  age”  and  “Marasmus.’ 
death. 


Name  disease  causi 


What  caused  the  shock?  If  from  injury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 


.lways  state  the  disease  or  injury  requiring  operati 
Unless  the  operation  was  improper  or  unskilfully  r 
formed,  it  should  not  be  given  as  the  primary  cause 
death. 


Name  the  disease  affecting  the  teething  child.  See  “ D 
tition.” 


Was  this  acute  or  chronic  poisoning  due  to  some  exter 
agent?  Was  it  auto-intoxication,  due  to  poisons  g 
erated  in  the  body  by  disease?  If  so,  state  the  na 
of  the  disease. 


Tuberculosis. 

Tumor. 

Typhoid  condition. 


State  organ  affected.  Do  not  fail  to  state  as  pulmon 
tuberculosis  if  lungs  were  affected. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typl 
fever. 


Was  the  primary  disease  typhp id  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A r 
ture  of  these  diseases  rarely  occurs,  the  great  majo 
of  cases  of  so-called  “typho-malarial  fever  ’ being  n< 
ing  more  nor  less  than  typhoid  fever. 


NAMES  TO  BE  IN  FULL, 


COMMONWEALTH  OF  MASSACHUSETTS 

RETURJ 

FULL  NAME  Registered  No. 


.years.. 


months rrTTTrrr. days 


PHYSICIAN’S  C'PIt  TIFICA  TE 

I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  ^19^ /./ 190^.. .to .(\m.  t^  .P-.  ZhidO  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


. (duration)...  Ji.fr. DAYS 


1 9 0.  c|..(Add  ress).. . *3.  P.  ./..W. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 
f|l  Name  of  cemetery. 


[l.'09-37-XXXM.] 


Permit  No... 

RETURN  OF  DEATH. 

.^^^BOSTON,  MASS. 


Name  in  full, 


19 


-<4^s. r. 

: £2. 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, Condition,. 

y (White,  Black,  Mixed,  Chinese,  ( 

Indian,  etc.) 

Age, Years, ^7 .Months, ...Sy  Days.  Occupation  


(Single,  Married,  Widowed  or 
Divorced.) 


(State  year,  mojtfT and  day.) 


76 

/ 

Place  of  Death,. 


Place  of  Birth, fjNf. TPr^Da t e of  Birth, .PffejZIP.s/.. /, 


Name  and  Birthplace  ) 

of  Father,  SN/*,  . * , ^ 

Maiden  Name  and  Y^CC'  ...*.. : ^ 7! 

Birthplace  of  Mother,  ) f/  ' . 

Place  of  Interment, 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence  ' ^ — " C_? 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH.,  )' 

Boston, Z<5 19 

1 77.  years. 

I hereby  certify  that  I attended  deceased  from.jQ&yfP^^.. 19°?,  to A K 

190 ^ that  I last  saw ^PkWk^...alive  on  the day  of 190  Of 

that died  on  the zz ..day  of 190  fr,  about y^t.J ’£6’ clock 

*hM**r  P.  M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. death 

was  as  follows:  /?  , * 

( Chief  cause, £L. . 

1)186(186  i Contributing  cause. H ) 

^ Chief  Cause, F.pOOpff. 

Duration  \ / 

[ Contributing  cause,.. 


...  M.  D. 

,0  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 
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LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Infantile  asthenia.  See  " Asthenia.”  The  term  "infantile”  adds  n< 
to  an  indefinite  statement. 


Name  disease  causing  ascites.  See  “ Dropsy.” 


Infantile  atrophy.  See  “Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation. 

Malnutrition. 


What  disease  caused  the  malassimilation? 
What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See 


“Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 

Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  "marasmus"  ? Was 
tuberculosis,  syphilis,  or  cholera  infantui 
fully,  as  this  return  in  itself  is  practically  wo 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  I: 
exactly  in  this  form  Did  it  follow  scarlet  ft 
monia,  or  some  acute  infection?  If  so,  nan 
mary  disease.  Was  it  traumatic?  If  so, 
nature  of  the  violence  which  caused  the  r 
Was  it  tuberculous  meningitis? 

Was  it'acute  or  chronic?  If  acute,  occurring  in 
of  some  disease,  name  the  disease  causing  dt 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


age.  This  is  not  a satisfactory  return.  The  influenc 

shown  by  the  statement  of  age  in  years,  m( 
days.  To  this  the  statement  of  “ old  age  ” as 
death  adds  nothing  of  value.  Name  the 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  " Idiop 

tonitis”  should  be  rarely  returned.  Was  it 
or  traumatic?  In  the  latter  case,  state  mode 

Pernicious  anemia.  II  any  definite  cause  can  be  assigned  for  the 
should  be  reported.  Anemia  due  to  tubercul 
ilis,  etc.,  should  be  returned  under  the  prima 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 
"Dentition”  is  not  a proper  cause  of  death,  and,  like 
"infantile”  and  "old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Senile  asthenia. 
Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia 
pneumonia.  If  sequel  to  influenza,  state  th 

What  caused  the  pyemia?  Was  it  puerpera 
matic?  If  traumatic,  state  nature  of  accide 
injury. 

See  "Old  age”  and  “Asthenia.”  Give  disea 
death. 

See  “Old  age”  and  “Atrophy.”  State  disea 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  “ Old  age.”  State  disease  causing  death. 

See  “Old  age.”  Name  the  disease,  if  any,  that 
decline. 


See  “Old  age”  and  "Marasmus.”  Name  disea 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state 
accident.  If  from  surgical  operation,  state 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


Surgical 
operation. 
Surgical  shock. 


Teething. 


Always  state  the  disease  or  injury  requiring 
Unless  the  operation  was  improper  or  unski 
formed,  it  should  not  be  given  as  the  primar 
death. 

Name  the  disease  affecting  the  teething  child, 
tition.” 


What  disease  caused  the  "heart  failure”?  The  heart 
always  "fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Toxemia. 


Was  this  acute  or  chronic  poisoning  due  to  som 
agent?  Was  it  auto-intoxication,  due  to  po 
erated  in  the  body  by  disease?  If  so,  state 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  j 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor, 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 

This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid  condition. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  fc 
fever. 


Typhoid 

pneumonia. 


Was  the  primary  disease  typhoid  fever  or  pneuir 


Typho-malarial 

fever. 


Was  it  typhoid  fever?  Was  it  malarial  fever? 
ture  of  these  diseases  rarely  occurs,  the  great 
of  cases  of  so-called  “typho-malarial  fever  "lb 
ing  more  nor  less  than  typhoid  fever. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME..^..^?^<^cr' 

Placs  1 J?..d  -C 


(CITY  OR  TOWN.) 


Registered  No. 


Death  * ) 
Residence 


Date  of ) *2%*  - 

Death  ! S&f'yrZ? 


190 


Age 


/A 


years jrT months... 


STATISTICAL  DETAILS 


SEX  Z’ 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE  . 
OF  FATHER!  1 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


(/A'X. — ' /^-< 


OCCUPATION 


I!  INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 
^Sr  -^-7  2 i 


7^. 


190  I 


ADDRESS 


Jt 


I HY SIC  IAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  I; 

illness,  from  I90?...to.;^f^^...«t?...‘z!f. 190. 

that  to  the  best  <w  my  knowledge  and  belief  death  occurred  on  1 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follov 


Primary : 


Contributory 


(duration) D 


. .'. (duration).. 

(Signed). . .3^?. . M 

190.^..  (Address 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transle 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years . 


months. 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Cli 


• City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  Rf 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a Hospita 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH  ( CITY  OR  TOWN.) 

. ^fULL  NAME — j Registered  No Y Jjf 

^De&th*  } 4 .S!(l/....y^r~y!^^  } I9(P[ 

Residence  Age....!J...^J.... 


. years months 


days 


STATISTICAL  DETAILS 


sex 


-5- 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt  £jULa-^3 
HUSBAND’S  NAMEt 


BIRTH  PLACE  + 


(QL 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


(Xax aJLsQ 


H oct 


PLACE  OF  BURIAL  OR  REMOVAL  II 

ft  Jfp  1^1  alilt 


DATE  OF  BURIAL 


UNDERTAKER 

_y  ^ 


ADDRESS 


PHYSICIAN’S  CEIt  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  ... If... fz?.. 190^.. .to 90^.. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

o-j 


Primary : 


'Cis 


.(duration)....  ^..‘Vf r*~VT^>AY^. 


Contributory : 


(duration) DAY  8 


(Signed) K.-u4  M.D 


..W^  >t  •90'^..  Andress:  U' 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


Z ft  'J'^OMXSL  ^ ^ 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


a 


FULL  NAME 

Place  of 
Death 


( CITY  OR  TOWn(/) 


Residence 


RETURN  OF  A DEATH 

Registered  No. 

*f  \ ^3eath^  J 190  9 

Lj-ft  Age  7 6 ' 


.years.. 


.months.. 


.days 


STATISTICAL  DETAILS 


PHYSICIAN'S  CERTIFICATE 


|£* 


COLOR 


SINGLE,  NTARITTfrO, 
WIDOWED,  OR 
BtvonocD — 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  mother" 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


.Cf, 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER  n p 

%D(Usv-vt>  Airbed  tyr-yu' 


DATE  OF  BURIAL 


190.. 


ADDRESS 

Sb 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  ... *7^.!? l90Jy..to....'Tu.o^...J^S I90y?- 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

^ 'AUaa_aajla\Asl  Ov 


Primary: 


.(duration)....  577.. 


Contributory: 


(duration) DAY 

(Signed) §‘ ..V.  M.D 

;.\^.^^.^^..l90..^..(Addressl....^.^..^.^.^T^rf^^....':^/^..r. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients; 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI 

DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  oi 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

* State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 


[4-’07-37-IjM.] 


* / 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  fall, 


Date  of  M%at\ 

cfcf 


/ [L loo.  y. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex , Color, Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

^ Indian,  etc.)  Divorced.) 

Years,  Mon  YlayS.  Occupation, 


Age 

Residence, 


Place  of  Death,  ^\0. 

‘ /~s  f 'C  (Stawe/vear, 


Place  of  Birth,...  / Date  of  Birth, 

Name  and  Birthplace  ) /^aodA&(L  -gptnzf 

of  Father,  f 

Maiden  Name  and  ) 

Birthplace  of  Mother,  ) 

Place  of  Interment 


CQ, 


~ Crti.OMLN> 

KlANYL&AN  ■ ■ &L- 

JU\ nder.taker. 


Name  and  Age 
of  Deceased 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston , > " TOO 

*e  } Age,.,  C years. 

I hereby  certify  that  I attended  deceased  from  27  .19  Of'  , to 

190 (/,  that  I last  saw  alive  on  the 

that.  died  on  the  ^ 


/ day  of 19 Of 


day  of 


sf^*^***"  190  f,  about  Nsr, 


clock 


AtM-t?  or  F.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows  : 

^ Chief  cause, 

Contributing  cause, 

j Chief  Cause, 


death 


Disease  \ 


Contributing  cause, 


Duration 


1 If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


M.D. 


[1’09-37-XXXM.] 


Permit  No... 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death, 

Mame  in  full , S.a£ah...B.....D.e.l.8no. 


2,  1909. 19 


Pigeon Henry...M« 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex, Jjlamala Color, .. ...Whit.0. Condition, W.id.Q.W 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age  ^3 Years,  ...10 Months ,1 Days.  Occupation, 

Residence,  * . .I46....S.orae.rs.et....Av9.;  . .Winthrop. Ward, . 

Place  of  146  . Somerset  Ave; .Winthrop, 


(State  year,  mouth  and  day.) 

Place  of  ^r^,...B.0.st.Qn,....MasS.: Date  of  Birth,  Aug. I, 18.3.2. 


Birthplace ) H,©n2?y...PigQ.o.n..SiP..-ri-.r.-r-.B.o.st.o.n.....Mass*.. 

•ther,  ) 


l 

Name  and 

of  Father 

Maiden  Name  and  l . dudit-h  W.  01  ine,  -- --- --Gloucest er.  Mass : 

Birthplace  of  Mother,  S 

Place  of  Interment, .. Wood.l ann . . Qemet  ery, Eyerett,. Mass; 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence-  f J ( / l I 

Srrr.r...^.:...lA^rrrT<iCrT7^ 


Undertaker. 


Name  and 
of  Deceased 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston , 19  g5 

years. 

I hereby  certify  that  I attended  deceased  from.  19  ,to.....^ l^rrlL......^...— 

altvb  on  the. *U... day  of.....^ 19 ^ 


that.. 


190*}  that  I last  saw  4 

ZL  « n 

died  on  the day  of lOC^e,  about.  fP.. .7 o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of death, 

t ' ^ ^ " 


was  as  follows: 

( Chief  cause, % 

Disease 

( Contributing  cause, 


Duration 


I 


Chief  Cause 


i/M/OC/; y. 


{ Contributing  cause, 

PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE 


M.D. 

OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 


Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  .Was  it  due  to  some  irritant  poison? 


Infantile  asthenia.  See  “ Asthenia.”  The  term  "infantile”  adds  no  pr< 
to  an  indefinite  statement. 


Name  disease  causing  ascites.  See  "Dropsy.” 


Infantile  atrophy.  See  "Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 


of  the  accident.  If  by  gases  or  poisonous  vapors,  giv 
particulars.  Was  it  a case  of  “overlying”  (child) 
What  disease  caused  this  condition? 


Malassimilation. 

Malnutrition. 


A practically  worthless  statement.  See 
What  was  the  cause? 


"Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 

Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  malassimilation? 

What  disease  caused  the  malnutrition? 

What  disease  caused  the  “marasmus”  ? Was  it  < 
tuberculosis,  syphilis,  or  cholera  infantum? 
fully,  as  this  return  in  itself  is  practically  worth! 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so, 
exactly  in  this  form  Did  it  follow  scarlet  fever, 
monia,  or  some  acute  infection?  If  so,  name  tf 
mary  disease.  Was  it  traumatic?  If  so,  stai 
nature  of  the  violence  which  caused  the  meni 
Was  it  tuberculous  meningitis? 

Was  it'acute  or  chronic?  If  acute,  occurring  in  the 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


age.  This  is  not  a satisfactory  return.  The  influence  of 

shown  by  the  statement  of  age  in  years,  month 
days.  To  this  the  statement  of  "old  age”  as  a ca 
death  adds  nothing  of  value.  Name  the  dise 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  “Idiopathi 

tonitis”  should  be  rarely  returned.  Was  it  pue 
or  traumatic  ? In  the  latter  case,  state  mode  of  i 

Pernicious  anemia.  H any  definite  cause  can  be  assigned  for  the  anei 
should  be  reported.  Anemia  due  to  tuberculosis, 
ills,  etc.,  should  be  returned  under  the  primary  d 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Senile  asthenia. 


Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia  or 
pneumonia.  If  sequel  to  influenza,  state  that  fi 

What  caused  the  pyemia?  Was  it  puerperal  or 
matic?  If  traumatic,  state  nature  of  accident  c 
injury. 

See  “Old  age”  and  “Asthenia.”  Give  disease  ci 
death. 

See  “Old  age”  and  “Atrophy.”  State  disease  ci 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  “ Old  age.”  State  disease  causing  death. 

See  "Old  age.”  Name  the  disease,  if  any,  that  caus 
decline. 


See  “Old  age”  and  "Marasmus.”  Name  disease  ci 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  nat 
accident.  If  from  surgical  operation,  state  dise 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 

What  disease  caused  the  “heart  failure”?  The  heart 
always  “fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  opei 
Unless  the  operation  was  improper  or  unskilful! 
formed,  it  should  not  be  given  as  the  primary  ca 
death. 


Teething  Name  the  disease  affecting  the  teething  child.  See  1 

tition.” 

Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  ex 

agent?  Was  it  auto-intoxication,  due  to  poison 
erated  in  the  body  by  disease?  If  so,  state  the 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulm 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  n 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid  condition. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  ty 
fever. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonic 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A 
ture  of  these  diseases  rarely  occurs,  the  great  ma 
of  cases  of  so-called  “typho-malarial  fever  "tbeing 
ing  more  nor  less  than  typhoid  fever. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


/ 7 i 


RETURN  OF  A DEATH 

FULL  NAME  Y^V.  Registered  No. 


( CITY  OR  TflFJV.) 


1 ! A 

Residence W. c-.L.Lv **.^7. Age..  \Fl 


Place  of 
Death 


..years.. 


..months days 


STATISTICAL  DETAILS 


SEX 


A\ 


COLOR 


WUfct 


single. 


WIDOW  LLTJ- Ull 
DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE  + 


NAME  OF 
FATHER 


. ^ 


Ci^LA- 


BIRTHPLACE 
OF  FATHER  t 


MAIDEN  NAME 
OF  MOTHE 


BIRTHPLACE 
OF  MOTHER  + 


' C 


OCCUPATION 


i^suJ< 


INFORMANT  § 


CojlkJX 


£ - Huil^  Avwtu- 


PLACE  OF  BURIAL  OR  REMOVAL  I 


DATE  OF  BURIAL 


c~^ 


..  190 


f 


ADDRESS 


h if 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  T-att ended- deoctKrecT  du  i i i ig  las 
illneesi  fpum  I9IX: 


.TO 'I™ ITU 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  th> 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


Primary:  . .V C\i 


.(DURATION) DAY 


Contributory : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transient: 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months day 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Cler 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RES 
DENCE,  give  facts  called  for  under  "Special  Information.”  if  in  a Hospital  t 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


(V09-37-XXXM.] 


Permit  No. 


Sex , 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

...Color,.... 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


.Condition, /;.£ 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,.  fC  . Years,  / Monthf Days.  Occupation, 

Residence,  * W'cord, 

Place  of  Death, ,^4$. . \^C./2fl ClifP^LuArV.. . 

J A ^-6Stat.p.  vpnr  mmifr.h  find  «iav  ^ 

Place  of  Birth,..  j^..CX^J^Q<6r^Jr.. <=fyUD'. Date  of  Birth,. 

.^MrLs... 


Name  and  Birthplace  ) V, 

of  Father,  I ffYfl  £ ^ '( 

Maiden  Name  and  ) j^f) 

Birthplace  of  Mother,  ) ^ / * /? 

Place  of  Interment, '.^r^.r„y  ../r\ 

♦If  an  institution,  state  how  long  an  inmate  and  previous  residence.  (Yffl  I Cf  S'  T / £ 

Undertaker. 


years. 


PHYSICIAN’S  CERTIFICATE  OF  THE  ^CAUSE  OF  ^EATH. 

Bm&m, JOCCr <^  / / 19..°fP? 

~7Y:LZ } tLvfk U^LuJd. ^ 

I hereby  certify  that  I attended  deceased  from /?Ph  .19  , to 

19  1,  that  I last  saw wl.  “ .-.* alive  on  the...  /p 

^ ^ /■?  /%■*!  -4-  7l  y»  II 


day  of. 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. death 

was  as  follows:  fflY 

f Chief  cause, . 

Disease 

( Contributing  cause, 


j Chief  Cause,  . 


Contributing  cause, 


Duration 


M.  D. 

Cy  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause. 


Was  it  due  to  some  irritant  poison? 


Infantile  asthenia.  See  " Asthenia.”  The  term  “ infantile ” adds  no 
to  an  indefinite  statement. 


Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  atrophy.  See  ” Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilatlon.  What  disease  caused  the  malassimilation  ? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See 


“Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 

Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  “marasmus”  ? Was 
tuberculosis,  syphilis,  or  cholera  infantun 
fully,  as  this  return  in  itself  is  practically  woi 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If 
exactly  in  this  form.  Did  it  follow  scarlet  fei 
monia,  or  some  acute  infection?  If  so,  nam 
mary  disease.  Was  it  traumatic?  If  so, 
nature  of  the  violence  which  caused  the  n 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  1 
of  some  disease,  name  the  disease  causing  de 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


age.  This  is  not  a satisfactory  return.  The  influence 

shown  by  the  statement  of  age  in  years,  mo 
days.  To  this  the  statement  of  “ old  age  ’’  as 
death  adds  nothing  of  value.  Name  the  c 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis  ? “ Idiopi 

tonitis”  should  be  rarely  returned.  Was  it 
or  traumatic?  In  the  latter  case,  state  mode 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  £ 
should  be  reported.  Anemia  due  to  tuberculc 
ilis,  etc.,  should  be  returned  under  the  primar 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 

Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 
"Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  "old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  "dropsy”  occurred. 


Senile  asthenia. 
Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia 
pneumonia.  If  sequel  to  influenza,  state  thi 

What  caused  the  pyemia?  Was  it  puerperal 
matic?  If  traumatic,  state  nature  of  accidei 
injury. 

See  “Old  age”  and  "Asthenia.”  Give  diseas 
death. 

See  “Old  age”  and  "Atrophy.”  State  diseas 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs  ? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay.  See  "Old  age.”  State  disease  causing  death. 

Senile  decline.  See  “ Old  age.”  Name  the  disease,  if  any,  that  < 

decline. 

Senile  marasmus.  See  "Old  age”  and  “Marasmus.”  Name  diseai 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.  ? 


Shock. 


What  caused  the  shock?  If  from  injury,  state 
accident.  If  from  surgical  operation,  state 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  general 
paralysis”  should  be  avoided.  “General  paralysis 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


Surgical 
operation. 
Surgical  shock. 


Teething. 


What  disease  caused  the  “heart  failure  ? The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Toxemia. 


Always  state  the  disease  or  injury  requiring  i 
Unless  the  operation  was  improper  or  unski 
formed,  it  should  not  be  given  as  the  primar; 
death. 

Name  the  disease  affecting  the  teething  child,  i 
tition.” 

Was  this  acute  or  chronic  poisoning  due  to  som; 
agent?  Was  it  auto-intoxication,  due  to  po; 
erated  in  the  body  by  disease?  If  so,  state 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  p 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 

State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Tumor.  Was  it  a cancer?  Whether  a cancer  or  tumor,  < 

to  specify  organ  or  part  of  body  affected. 

Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  fo 
fever. 


Typhoid  Was  the  primary  disease  typhoid  fever  or  pneum 

pneumonia. 

Typho-malarial  Was  it  typhoid  fever?  Was  it  malarial  feveri 
fever,  ture  of  these  diseases  rarely  occurs,  the  great 

of  cases  of  so-called  “typho-malarial  fever”  bi 
ing  more  nor  less  than  typhoid  fever. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


(CITY  OR  TOWN.) 


FULL  NAME.'fr Registered  No 

"a“h0.'  S ...yW>. X A>ri  C— • [ 

<n 


< <. 


Residence Age 


_ s 1 (S 

Death  \ ■ / 190^ 


.years.. 


.z 


.months days 


STATISTIC AE  RETAILS 

SEX 

COLOR 

SINGLE,  MARRIED, 
WIDOWED,  OR  /) 

DIVORCED  YU 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


J 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


/ ^ 


< -/ 


OCCUPATION 


INFORMANT  § 

/¥n 


■./Y< 


PLACE  OF  BURIAL  OR  REMOVAL  II 

t/V-  ««-*  /-5 


UNDERTAKER 


DATE  OF  BURIAL 


190..VC. 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from.  JjA.X ...190 to..p!p^<.  /3  .190.^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  t;hat  the  CAIJSE  OF  DEATH  was  as  follows: 

c.  c^cbc 


Primary: 


:9T. Cr 


. (duration). 


Contributory: 


Xou  ration) DAY8 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country  | also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


NAMES  TO  BE  IN 


COMMONWEALTH  OF  MASSACHUSETTS 


Registered  No. . 


. RETURN  OF  A DEATH 

Wou&iU  llllUUl,  — ^ itcgiai 

Mi  uilUVWmlA/  Xu UwiiWck  

of  Death  : Age I I? years months *S... 


FULL  NAME 

Place  of  Death 
Date 


.days 


STATISTICAL  DETAILS 


SEX 


l&fiA&lk UrLi^ik 


COLOR 


SINGLE,  WWWniCD, 
i WIDOW  ED, TlR 

oivorrcED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  f 

BIRTHPLACE* 

\ 

NAME  OF 
FATHER 

IkuiA  • 

BIRTHPLACE 
OF  FATHERt 

ClSUmc^,  l^ul/Utjcw 

MAIDEN  NAME 
OF  MOTHER 

(7 

BIRTHPLACE 
OF  MOTHER t 

UAAjfXdttto. 

OCCUPATION 


INFORMANT  § 


tUink 


PLACE  OF  BURIAL  OR  REMOVAL  II 



UNDERTAKER *  1 II . 


DATE  OF  BURIAL 

190  ^ 

ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


...(DURATION) DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  or  Death  7 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


Day* 


Filed 


190 


Clerk 


•City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country;  also  city,  town  or  county,  If  known. 

5 Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


j fE™RI 

vklOA.1  Ui..  I/Ll-:  N 

'Ll  kciiir tio,cvv\£ . 


FULL  NAME 

Place  of  Death  * 
Date  of  Death 


DEATH 


months *.V. days 


STATISTICAL  DETAILS 


SEX  . COLOR 

wcik  lukii 


SINGLE,  Mi*limLCT7 
vripowsPi  cm 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

4/yiiiW  hjoAj 

NAME  OF 
FATHER 

clffuinA.  i.  s-LuiLf! 

BIRTHPLACE 
OF  FATHER* 

—f i 

MAIDEN  NAME 
OF  MOTHER 

Cl, 

BIRTHPLACE 
OF  MOTHER* 

J d 

hudowuUii- 

OCCUPATION 


llAWLQwi- 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


IDERTAKER  a f 


..  JiwiL 

Vbdress 

JU 


190 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  fron ..  190  .^.to  190 

that  to  thtJaest  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

(duration) DAYS 


Primary : 


Contributory : 


(Signed). 


(duration) DAYS 

M.D. 


l90..^Address)^^^^r^r^^^i^. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  or  Death  7 


How  long  at 


Days 


Where  was  disease  contracted, 
If  not  at  place  of  death?. 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information,"  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
f In  case  of  married  or  divorced  woman,  or  widow. 
t State  or  country;  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[l-*09-37-XXXM.] 


Permit  No. ... 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, Condition, 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 

Age,  Years, Months,  Days.  Occupation, 

Residence,  * Ward, 

Place  of  Death, 

h ? (Srnte  year,  mom  and  day.) 

Place  of  Birth, Date  of  Birth, 

Name  and  Birthplace  ) 

of  Father,  ) Y\  n 

Maiden  Name  and  ) ".. 

Birthplace  of  Mother,  ) /7  //  r 

Place  of  Interment, y^. 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence.  . —P  I 



Tndertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

jSoaa^,....^  : A O ' 190? . 

Age,  years. 

I hereby  certify  that  I attended  deceased  from.  -Vl  J a-***-  tq^d 


19°  * , that  I last  saw. 


vi-w.  7 .190*  , to  ^ 0 

,r  K 

alive  on  the *r-’9 day  of  / 19 


that.. 


Jl/L ...died  on  the Jb.0. day  of .....^^r^F/r: 19#?,  about../?. o’clock 


^Mrr  -or-  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..  death 

was  as  follows: 

j Chief  cause, 

| Contributing  cause,  v.vtvr?1-^  ;nv>^S  -f  w&y}. 

f Chief  Cause, .lL*fc  ..^rW^.yrySr.., 

Duration  \ . . 

( Contributing  cause,.  f g/T.. . ."^v(WYV7r^T * 

.$  ? s^vvy.v.^L-;  • M.  D. 

^-PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


Disease  \ 


v£2j^>21 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 


Asthenia. 

Atrophy. 


Blood  poisoning. 


Chronic 

pneumonia. 


Congestion  of 
lungs. 


Eclampsia. 
Edema  of  lungs. 
Gastric  fever. 


General  paralysiL 


Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  "Dropsy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  "overlying”  (child)? 
What  disease  caused  this  condition? 


A practically  worthless  statement.  See  "Debility.” 


hat  was  the  cause? 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Was  this  not  pulmonary  tuberculosis? 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
"Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child? 
"Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,"  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 


Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “Congestion  of  lungs.” 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


'If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Infantile  asthenia. 


Infantile  atrophy. 
Malassimilation. 
Malnutrition. 
Marasmus. 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Nephritis. 

■ • 

Old  age. 


Peritonitis. 


Pernicious  anemia. 


Pneumonia. 

Pyemia. 


Senile  asthenia. 


Senile  atrophy. 
Senile  decay. 
Senile  decline. 


Senile  marasmus. 
Shock. 


Surgical 
operation. 
Surgical  shock. 


Teething. 


Toxemia. 


Tuberculosis. 

Turnor. 

Typhoid  condition. 


Typhoid 

pneumonia. 


Typho-malarial 

fever. 


See  “Asthenia.”  The  term  “infantile”  adds  no  prec 
to  an  indefinite  statement. 


See  “Atrophy.” 

What  disease  caused  the  malassimilation? 
What  disease  caused  the  malnutrition? 


What  disease  caused  the  “marasmus”  ? Was  it  di 
tuberculosis,  syphilis,  or  cholera  infantum?  f 
fully,  as  this  return  in  itself  is  practically  worthies 
compilation. 


Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  ’ 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  r 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  menin, 
Was  it  tuberculous  meningitis? 


Was  it  acute  or  chronic?  If  acute,  occurring  in  the  cc 
of  some  disease,  name  the  disease  causing  death. 


This  is  not  a satisfactory  return.  The  influence  of  a 
shown  by  the  statement  of  age  in  years,  months, 
days.  To  this  the  statement  of  “old  age”  as  a cau 
death  adds  nothing  of  value.  Name  the  diseas 
which  the  old  person  succumbed. 


What  was  the  cause  of  the  peritonitis?  “ Idiopathic 
tonitis”  should  be  rarely  returned.  Was  it  puerj 
or  traumatic  ? In  the  latter  case,  state  mode  of  inj 


If  any  definite  cause  can  be  assigned  for  the  anemi 
should  be  reported.  Anemia  due  to  tuberculosis,  s 
ilis,  etc.,  should  be  returned  under  the  primary  dis< 


Specify  definitely  whether  broncho-pneumonia  or  lc 
pneumonia.  If  sequel  to  influenza,  state  that  fac 


What  caused  the  pyemia?  Was  it  puerperal  or  t 
matic?  If  traumatic,  state  nature  of  accident  can 
injury. 


See  “Old  age”  and  "Asthenia.” 
death. 


Give  disease  cau 


See  “Old  age”  and  “Atrophy.”  State  disease  cau 
death. 


See  “ Old  age.”  State  disease  causing  death. 


See  “Old  age.”  Name  the  disease,  if  any,  that  causec 
decline. 


See  “Old  age”  and  “Marasmus.” 
death. 


Name  disease  cau 


What  caused  the  shock?  If  from  injury,  state  natui 
accident.  If  from  surgical  operation,  state  diseas 
injury  requiring  the  operation. 


Always  state  the  disease  or  injury  requiring  operat 
Unless  the  operation  was  improper  or  unskilfully 
formed,  it  should  not  be  given  as  the  primary  caus 
death. 


Name  the  disease  affecting  the  teething  child.  See  “I 
tition.” 


Was  this  acute  or  chronic  poisoning  due  to  some  exte: 
agent?  Was  it  auto-intoxication,  due  to  poisons  i 
erated  in  the  body  by  disease?  If  so,  state  the  n; 
of  the  disease. 


State  organ  affected.  Do  not  fail  to  state  as  pulmot 
tuberculosis  if  lungs  were  affected. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typl 
fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A n 
ture  of  these  diseases  rarely  occurs,  the  great  majo 
of  cases  of  so-called  “ typho-malarial  fever  ” being  nc 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 

/ * * * § 


7*- 


FULL  NAME  Registered  No 


RETURN  OF  A DEATH 


( CITY  on 


wn.) 


Place 

Death 


STATISTICAL  DETAILS 


SEX 

9<n*c£<~- 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  > 

DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE*  7 ^ 

7^U  o?  /?. 

NAME  OF 
FATHER 

BIRTHPLACE  , 

OF  FATHER*  / / V 

MAIDEN  NAME  ~ 

OF  MOTHER  x 

H 

BIRTHPLACE 
OF  MOTHER*  A/ 

OCCUPATION 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

190..?:.... 

UNDERTAKER 

ADDRESS* 

PHYSICIAN’S  CERTIFICATE 


deceased  during  last 

ATT?..  \$O.J..A  Ipyirrr..^?. 190  . ^r. 


I HEREBY  CERTIFY  that  I attend 
illness,  fro\m~^?L.< 
that  to  the  best  of /ny  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


.(duration) 0AY8 


Contributory: 


(duration). DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In'fc  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


a,  &<Jvus 


-SL  3,  /<?C 


, 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME.. 


W) 


Place  of 
Death  * 


Residence 


3^?  i3  s^'jk  JSs .'c  c*  . r 


(CITY  OR  TO  HfY.) 
Registered  No. 


Age.iL^.... 


Date  of  ) \ - _ , — 

Death  !••-  ZS^. 190 


? 


years. months days 


STATISTICAL  RETAILS 


SE 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  „ S 

DIVORCED  /^7 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACES 

Z.  S c 

NAME  OF  /O 

FATHER 

' < \ ^ Z-  t. 

BIRTHPLACE 
OF  FATHERS 

MAIDEN  NAME 
OF  MOTHER  y? 

— 

BIRTHPLACE 
OF  MOTHERS 

.-..c  „ “ T 

r 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


190..?.... 


UNDERTAKER 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  Ihwfr  I ^Kamied  JllljjhJ  Uuilllg  IttST 

iU"l‘Wrf|,Tm-  lQQ — tt~7 .-.. :.,:7...“rrT.-.l9Qr?sr 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

r:  . , 

Qkw4L.O^  . ::::. 


Primary: 


.(duration) DAY8 


Contributory: 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county.  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[1’09-37-XXXM.] 


l/M  r^irN'i 


Name  in  full,. 


Permit  No. 

RETURN  OF  DEATH. 

MASS. 

Date  of  Death,  . Jmz  M*.  .1909. 19 

Ann  Bulalie  Burk 


C-albeck W.illiam..J5L 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex,  ...Female Color, White 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


Condition, W idow 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  ...8.8 Years,  9 Months,  ...II Days.  Occupation, 

Residence,  * East. . ..Boston,. . . . Mass : Ward, One.. 

Place  of  Death,  3S9...Wintto  Winthrop,. .. Mass 


(State  year,  month  and  day.) 

Place  of  £jr*/v.Mag.^  Date  of  Birth,.  Sept.  15, 1820 

Xante  and  Birthplace  ) J^hHip ...]?# ...Calback^ :.r-- :---UnknO.W]l..P»....S^...I. 

of  Father,  3 

Maiden  Mame  and  ) Jdary....MlL Burk - - -Unknom  P. 

Birthplace  of  Mother,  3 

Place  of  Interment, fpodlawn  Cemetery, Everett, 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE. CAUSE  OF  DEATH. 

'Poston, hR .19. Tj. 

^Becetstd,6  I Age,.. g.^.y ears. 


I hereby  certify  that  I attended  deceased  from..  mj ..19  , to. 

A.  * -TXJnC 

alive  on  the 

that..../.*^'NS died  on  the. 


'Xt, 


19  that  I last  saw g'.ISPl** alive  on  the day  of 19^5, 

£ i_  ..died  on  the Qr :...b day  of 190*),  about ./^....^cZocA; 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of..  ....  .death 

was  as  follows : 

( Chief  cause,...  

Disease  < lyf  1 r Q 

( Contributing  cause, j 




Chief  Cause, 


Duration 


Contributing  cause,  . 


1 M.D. 

^PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SE^  THE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Infantile  asthenia.  See  "Asthenia.”  The  term  “infantile”  adds  no  precis 
to  an  indefinite  statement. 


Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  atrophy.  See  "Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 


Malassimilation.  What  disease  caused  the  malassimilation? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement.  See 
What  was  the  cause? 


“Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 


Was  this  not  pulmonary  tuberculosis? 


Meningitis. 


Nephritis. 


What  disease  caused  the  “marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  St 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  w 
exactly  in  this  form  Did  it  follow  scarlet  fever,  pr 
monia,  or  some  acute  infection?  If  so,  name  the  ] 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  meningi 
Was  it  tuberculous  meningitis? 

W as  it’acute  or  chronic  ? If  acute,  occurring  in  the  cor 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Old  age. 


This  is  not  a satisfactory  return.  The  influence  of  ag 
shown  by  the  statement  of  age  in  years,  months,  i 
days.  To  this  the  statement  of  "old  age”  as  a causi 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
"Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis  ? " Idiopathic  p 

tonitis”  should  be  rarely  returned.  Was  it  puerpi 
or  traumatic?  In  the  latter  case,  state  mode  of  injv 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia 
should  be  reported.  Anemia  due  to  tuberculosis,  sy 
ilis,  etc.,  should  be  returned  under  the  primary  disei 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  "dropsy”  occurred. 


Senile  asthenia. 
Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia  or  lot 
pneumonia.  If  sequel  to  influenza,  state  that  fact 

What  caused  the  pyemia?  Was  it  puerperal  or  tr 
matic?  If  traumatic,  state  nature  of  accident  caus 
injury. 

See  “Old  age”  and  “Asthenia.”  Give  disease  caus 
death. 


See  "Old  age”  and  "Atrophy.”  State  disease  caus 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  “ Old  age.”  State  disease  causing  death. 

See  “ Old  age.”  Name  the  disease,  if  any,  that  caused 
decline. 


See  “Old  age”  and  “Marasmus.”  Name  disease  earn 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  natur 
accident.  If  from  surgical  operation,  state  diseasi 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  "general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 

What  disease  caused  the  "heart  failure”?  The  heart 
always  “fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  operat 
Unless  the  operation  was  improper  or  unskilfully  ] 
formed,  it  should  not  be  given  as  the  primary  caus 
death. 


Teething  Name  the  disease  affecting  the  teething  child.  See  " I 

tition.” 

Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  exte: 

agent?  Was  it  auto- intoxication,  due  to  poisons  t 
erated  in  the  body  by  disease?  If  so,  state  the  ni 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmoi 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 

This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Tumor. 


Was  it  a cancer  ? Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 


Typhoid  condition. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typl 
fever. 


Typhoid 

pneumonia. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Typho-malarial  Was  typhoid  fever?  Was  it  malarial  fever?  A i 
fever.  ture  of  these  diseases  rarely  occurs,  the  great  majc 

of  cases  of  so-called  “typho-malarial  fever  "(being  n 
ing  more  nor  less  than  typhoid  fever. 
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PHYSICIAN'S  CERTIFICATE 

2 CERTIFY  that  I attended  deceased  during  last 

I90.7.tpy^rfr^^...j^. 190^..., 

of  my  knowledge  andloelief  dff/&th  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  .... 
...  <^, 


Contril 


.(DURATION) DAY8 


(/  SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details, 

||  Name  of  cemetery. 


[1  .'09-37-XXX  M.  ] 


Permit  JVo. 


A 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Wdowcd  or 
Divorces.) 


(State  yea*  month  and  day.) 


Age,  Years, ... Months, Q^r  Pays.  Occupation, 

Residence,  * ?2y(%4oAJLj. Ward, 

Place  of  De ath,... ,/^d/V 

Place  of  Birth, Bate  of  Birth,. 

Name  and  Birthplace  ) V ^.i'POAU..  ^/?/FPlArr. . . . . .^2^^ 

of  Father,  ) (Tff  # a . *-  ^ ^ 

Birthplace  of  Mother,  I 


Maiden  Name  and  i „ (2JfC<jL. 

Place  of  Interment,...  

•If  an  institution,  state  how  long  an  inmate  and  previous  residence.  I yt  ( f^Jil  /, 

r /Undertaker. 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

^ ^}/^b Boston . 

QjflM-  rjjbinx-  Age.Jl*/  years,  -g  >TU7> 

I hereby  certify  that  I attended  deceased  fromS^<r^y^ /Q  .1 9&f  , tolh^  C*~y. ..C?..-...!?  J 

s ^ ^ ^ f?  U // 

19  , that  I last  saw  ....'r^C*yr>^ alive  on  the f..r-  day  of  VyUMy; //.  19<Jf, 

thatt<sdrgbf~s. died  on  the...  7^.. . day  ^I90f  ,/fmout ..?.. o’clock 

Ige/and  belief,  the  cause  of. death 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knot 
was  as  follows:  ^7) 

{Chief  cause, A.-S.  PsL-y  ** 

Contributing  cause,. 

^ Chief  Cause,  . ~Un 

Duration 


Contributing  cause, 


*/ M.  D. 


PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH 


REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


21 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever.  ^ 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  asthenia.  See  ‘Asthenia.”  The  term  “ infantile  ” adds  no  precis 
to  an  indefinite  statement. 


Infantile  atrophy.  See  “ Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malasslmilation.  What  disease  caused  the  malassimilation  ? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  "Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 

Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Nephritis. 


Old  age. 


What  disease  caused  the  “marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  St 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  wi 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pn 
monia,  or  some  acute  infection?  If  so,  name  the  [ 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  meningi 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  the  cou 
of  some  disease,  name  the  disease  causing  death. 

This  is  not  a satisfactory  return.  The  influence  of  agt 
shown  by  the  statement  of  age  in  years,  months,  a 
days.  To  this  the  statement  of  “ old  age  ” as  a cause 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  "Idiopathic  pc 

tonitis”  should  be  rarely  returned.  Was  it  puerpe 
or  traumatic?  In  the  latter  case,  state  mode  of  inju 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia, 
should  be  reported.  Anemia  due  to  tuberculosis,  syi 
ilis,  etc.,  should  be  returned  under  the  primary  disea 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 

"Dentition”  is  not  a proper  cause  of  death,  and,  like  Senile  asthenia, 
“infantile”  and  "old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Senile  atrophy. 

Name  the  disease  in  which  the  “dropsy”  occurred. 


Specify  definitely  whether  broncho-pneumonia  or  lob 
pneumonia.  If  sequel  to  influenza,  state  that  fact. 

What  caused  the  pyemia?  Was  it  puerperal  or  trs 
matic?  If  traumatic,  state  nature  of  accident  causi 
injury. 

See  “Old  age”  and  “Asthenia.”  Give  disease  causi 
death. 

See  “Old  age”  and  “Atrophy.”  State  disease  causi 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 

See  “ Old  age.' 

Senile  decline. 

See  “Old age.' 

decline. 

Senile  marasmus. 

See  “Old  age’ 

death. 


State  disease  causing  death. 

Name  the  disease,  if  any,  that  caused  1 

nd  “Marasmus.”  Name  disease  causi 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  *' fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  operati 
Unless  the  operation  was  improper  or  unskilfully  p 
formed,  it  should  not  be  given  as  the  primary  cause 
death. 


Teething. 


Name  the  disease  affecting  the  teething  child.  See  “ D 
tition.” 


Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  exter 

agent?  Was  it  auto-intoxication,  due  to  poisons  g 
erated  in  the  body  by  disease?  If  so,  state  the  na 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmon; 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typh 
fever. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
caSes,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A n 
ture  of  these  diseases  rarely  occurs,  the  great  majoi 
of  cases  of  so-called  “ typho-malarial  fever  ” being  nc 
ing  more  nor  less  than  typhoid  fever. 


ALL  NAMES  TO  BE  IN  FULL 
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I HEREE^y  CERTIFY  that  I attended  deceased  during  last 
190 

occurred  on  the 


relief  d« 


illness,  fro 

that  to  tre  best  of/^fiy  knowledge  an 
date  stated  above,  and  that  the  CAUSE  OF  DtATH  was  as  follows: 
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Primary : 


.(duration) /. DAY* 


Contributory: 
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'SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country)  also  city,  town  or  county,  If  known. 

$ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


r $ Bootonr, ....  isfl+'frfr/ /.f?’ 1 

*:r»;:Lt  i {_ Z 


years. 

I hereby  certify  that  I attended  deceased  from^f*.  c- 1- ^ <T 19  op,  to^Jp 

19  , that  I last  saw alive  on  the fj.fl...  day  of....j/^r<fllt^.  if.  19* g, 

Sp/Lt*. died  on  the day  of...^  1 9Cg,  afloat .(? o’clock 


that.. 


i&=xr  -nr-  P.M.,  and  that,  to  the  best  of  my  knowledge  and(yelief,  the  cause  of. I'-  *•  - death 

was  as  follows:  , 

Chief  cause,  


Disease 


( Chit 


( Contributing  cause 


, c,  c 


f Chief  Cause 

Duration  \ 

( Contributing 


f 


cause,  1/ ...... Tr; 


V.  , .i 


M.D. 


^-PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUEVpfcD  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  asthenia. 
Infantile  atrophy. 


See  “ Asthenia.”  The  term  “infantile”  adds  no  prec 
to  an  indefinite  statement. 

See  "Atrophy." 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation.  What  disease  caused  the  malassimilation  ? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  “Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 


Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  “marasmus”  ? Was  it  dr 
tuberculosis,  syphilis,  or  cholera  infantum?  S 
fully,  as  this  return  in  itself  is  practically  worthies 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  i 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  p 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  meninf 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  the  co 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


age.  This  is  not  a satisfactory  return.  The  influence  of  ai 

shown  by  the  statement  of  age  in  years,  months, 
days.  To  this  the  statement  of  "old  age”  as  a earn 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 

Suerperal,  or  caused  by  diarrhea  or  enteritis  (infants)? 

ame  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  "Idiopathic] 

tonitis”  should  be  rarely  returned.  Was  it  puerp 
or  traumatic?  In  the  latter  case,  state  mode  of  inj 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemi; 

should  be  reported.  Anemia  due  to  tuberculosis,  s; 
ilis,  etc.,  should  be  returned  under  the  primary  dise 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  "dropsy”  occurred. 


Pneumonia. 

Pyemia. 


Senile  asthenia. 
Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia  or  la 
pneumonia.  If  sequel  to  influenza,  state  that  fac 

What  caused  the  pyemia?  Was  it  puerperal  or  t 
matic?  If  traumatic,  state  nature  of  accident  cau 
injury. 

See  “Old  age”  and  “Asthenia.”  Give  disease  cau 
death. 


See  “Old  age"  and  "Atrophy.”  State  disease  cau 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “ Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  " Old  age.”  State  disease  causing  death. 

See  “ Old  age.”  Name  the  disease,  if  any,  that  caused 
decline. 

See  “Old  age”  and  “Marasmus.”  Name  disease  cau 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  natui 
accident.  If  from  surgical  operation,  state  diseas 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  "general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  opera' 
Unless  the  operation  was  improper  or  unskilfully 
formed,  it  should  not  be  given  as  the  primary  caui 
death. 


Teething. 


Name  the  disease  affecting  the  teething  child.  See  “ ] 
tition.” 


Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  exte 

agent?  Was  it  auto- intoxication,  due  to  poisons 
erated  in  the  body  by  disease?  If  so,  state  the  r 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmo 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  no 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typ 
fever. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia’ 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A 
ture  of  these  diseases  rarely  occurs,  the  great  maj 
of  cases  of  so-called  “ typho-malarial  fever  ” being  r 
ing  more  nor  less  than  typhoid  fever. 
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.(duration) :../...ya.DAVS 


Contributory: 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[l-’09-37-XXXM.] 


Permit  No. 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 
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PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Q fNtXlXfo  BaMtm, ’^..Ud^p 19A.f. 
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I hereby  certify  that  I attended  deceased  front ,’^r. .■. 19  , to 

19  , that  I last  saw ;. : alive  on  the day  of. 19 

that.  .n/LtN....  ..died  on  the ..  f..Iu.. day  of 


A.M.,  vr  and  that,  to  the  best  of  nty  kno 

was  as  follows:  , 

( Chief  cause, US. 


19* f , about C o’clock 


belief,  the  cause  of. death 


Disease  -< 

( Contributing  cause, 


C Chief  Cause, 

Duration  IJ 

Contributing  cause, G>. * 





M.D. 


Cy~  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 
Dyspepsia.  .. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  "Dropsy.” 


Infantile  asthenia.  See  " Asthenia.”  The  term  " infantile  ” adds  no  precisio 
to  an  indefinite  statement. 


Infantile  atrophy.  See  "Atrophy." 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation.  What  disease  caused  the  malassimilation? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  “Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 

J Nephritis. 

Was  this  not  pulmonary  tuberculosis? 


What  disease  caused  the  “marasmus”  ? Was  it  due  t 
tuberculosis,  syphilis,  or  cholera  infantum?  Stat 
fully,  as  this  return  in  itself  is  practically  worthless  fc 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  writ 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pnei 
monia,  or  some  acute  infection?  If  so,  name  the  pr 
mary  disease.  Was  it  traumatic?  If  so,  state  th 
nature  of  the  violence  which  caused  the  meningitii 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  the  cours 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Old  age. 


This  is  not  a satisfactory  return.  The  influence  of  age  i 
shown  by  the  statement  of  age  in  years,  months,  am 
days.  To  this  the  statement  of  " old  age  ” as  a cause  o 
death  adds  nothing  of  value.  Name  the  disease  b 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Name  the  disease  in  which  the  “dropsy”  occurred. 

Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “Congestion  of  lungs.” 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic  per: 

tonitis”  should  be  rarely  returned.  Was  it  puerpers 
or  traumatic?  In  the  latter  case,  state  mode  of  injury 


Pernicious  anemia. 


Pneumonia. 


Pyemia. 


If  any  definite  cause  can  be  assigned  for  the  anemia,  i 
should  be  reported.  Anemia  due  to  tuberculosis,  syph 
ilis,  etc.,  should  be  returned  under  the  primary  disease 


Specify  definitely  whether  broncho-pneumonia  or  lobh 
pneumonia.  If  sequel  to  influenza,  state  that  facts 


What  caused  the  pyemia?  Was  it  puerperal  or’tifeu 
matic?  If  traumatic,  state  nature  of  accident  caqsini 
injury. 


Senile 

Senile 

Senile 

Senile 


asthenia. 

See  “Old  age”  and  “Asthenia.” 
death. 

Give  disease 

causal 

O 

atrophy. 

See  “Old  age”  and  “Atrophy.” 
death. 

State  disease 

cau&Q 

decay. 

See  “ Old  age.”  State  disease  causing  death. 

decline. 

See  “Old  age.”  Name  the  disease,  if  any,  that  caused  th 
decline. 

Senile  marasmus.  See  “Old  age”  and  “Marasmus.”  Name  disease  causini 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.  ? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  nature  o 
accident.  If  from  surgical  operation,  state  disease  o 
injury  requiring 'the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  "general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of_  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “fails"  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  operation 
Unless  the  operation  was  improper  or  unskilfully  pei 
formed,  it  should  not  be  given  as  the  primary  cause  a 
death. 


Teething. 


Name  the  disease  affecting  the  teething  child.  See  " Den 
tition.” 


Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  externa 

agent?  Was  it  auto-intoxication,  due  to  poisons  gen 
erated  in  the  body  by  disease?  If  so,  state  the  nam 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmonar; 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not  fa: 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typhoii 
fever. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A mix 
ture  of  these  diseases  rarely  occurs,  the  great  majorit, 
of  cases  of  so-called  “ typho-malarial  fever  ” being  noth 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


i kJt£& 


RETURN  OF  A DEATH 


{CITY  OR  TOWN.) 


STATISTIC  Ah  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
^WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE* 


A 


NAME  OF  _ 1 , 

FATHER^§^1^  • 


BIRTHPLACE 
OF  FATHER 


v#. 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 

'y  > 


i9oy.. 


ADDRESS 


tAJ 


PHYSICIAN’S  CERTIFICATE 


date  stated  above,  and  tfcat 
Primary 


OF  DEATH  was  as  follows : 


nd  tiiatihe  CAUSE  O 

- CwKL^.  , 


.(duration) DAYS 


Contributory: 


ATIOn) 0AY8 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

1 State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


*//T  c 


//-*«»  9 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Leominster 

( CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

FULL  NAME Registered  No. 

Place  f } Leominster  Mass. ^SSHY  Juty  17»  190 


Death ' 


Residence .... 


26 


..years.. 


. .months days 


STATISTICAL  RETAILS 


SEX 


il  e 


COLOR 

White 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 

HUSBAND’S  NAME  t 

BIRTHPLACEt 

South  Boston,  Mass. 

NAME  OF 
FATHER 

Henry  Thomas  Prancis  Cahil 

BIRTHPLACE 
OF  FATHER! 

Blackburn,  England 

MAIDEN  NAME 
OF  MOTHER 

Sarah  Pc ley 

BIRTHPLACE 

OF  mother! 

Norfolk,  Virginia 

OCCUPATION 


Ereakman 


INFORMANT  § 


Catherine  Alice  cahill, 
y9  Seafoam  Ave.,  Winthrop,  Mass. 


PLACE  OF  BURIAL  OR  REMOVAL  I] 

Winthrop  Beach,  Mass. 


UNDERTAKER 

lias.  E.  Richardson  Co 


DATE  OF  BURIAL 

.l.u.ly....l.8.,...  1 9o9.  . 


ADDRESS 

I eominster 


PHYSICIAN'S  CERTIFICATE 


viewed,  body  oi 

I HEREBY  CERTIFY  that  I attended  deceased  during  fast 


illness,  from  ...P.'JLly...l.T.T....  190. ...tto cdSO , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

primary!  P£obah3je  fracture 
in  railroad  accident 


(duration) OATS 

Contributory: 

(duration) DAYS 

(Signed) M.D. 

190 (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 

"ulv 


.190. 


(Oi. ,, 

QjU^'Xcu*'  Clerk" 


•City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

t State  or  country!  also  city,  town  or  county,  if  known.  ! 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


FILL  OUT  WITH  INK.- THIS  IS  A PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME./ 


■ Registered  No 


RETURN  OF  A DEATH 



41..... ll’cg.M. e 'mMdge 

Death  \ ^ Name  of  Hospital  or  I^tujiopll  if  any  Mb.  »treA  CX  7 / 7> 

Place  of  | Age. . . ...Years.../. Mon  ths Days 


Residence 


No. 


City  or  Town 


STATISTICAL  DETAILS 


PHYSICIAN'S  CERTIFICATE 


Sex  / 


Single , Mu  1 1 emt, 

H’idotoiii’ui 


Maiden  Name 


If  a married  or  divorced  woman  - 


Husband’s  Full  Name 

v- 


I HEREBY  CERTIFY  that  I attended  deceas&i  during  last 
illness,  from.....fl*srrl /.<• /gol  1 


i go  ; that  to  thkfest  on  my  knowledge  and  d&tief  ddath  occurred 
on  the  date  stated  above,  and  that  the  CAUSE  OF  DEATH 
’/as  as  follows: 

(If  a soldier  or  sailor  who  served  in  the  war  of  the  rebellion  both  the  primary  and 
^tributary  causes  of  death.must  be-given.)  » ^ 

\ itnary:  j V^- 


M aider/ Name  of  Mother  jy 


Birthplyf^c^f  filotker. 
Occupation 


City  or  jWiwn  an^tate  or  Country 

± tSJj... 


Informant's  Name  (Person  giving  statistical  details) 


Place  of  Burial  or  Rernoval 


cLa^ 


( Duration) 


Contributory . 


s 


(Duration) 


OyfrUc^ 

{Signed) , 4..... y. M.  D. 


{Address)  IHL 


*How  long  at 
Place  of  Death  ? 


Years Months- 


Days 


Usual  Residence 

Sppcial  Information  from  Hospitals,  Institutions,  Transients,  or  Recent  Residents. 


Received  at  office  of  No.  of  Burial 

/ Board  of  Health igo  Permit 

W' 


Clerk  of  Board  of  Health 


The  office  of  Board  of  Health  will  be  open  for  the  granting  of  permits  for  burial 
as  follows:  Saturdays,  8 a.  m.  till  i p.  m.;  Sundays  and  Holidays,  12  m.  till  1 p.  m.; 
Other  Days  from  8 a.  m.  till  4 p.  m. 

BE  VERY  CAREFUL  TO  FILL  ALL  BLANKS  IN  INK 


W 


[l-’09-37-XXX:M.] 


Permit  JVo. 

RETURN  OF  DEATH. 

^OSTOj^  1V1ASS. 


Date  of  Death, July.  19, 1909. 19 

Name  in  fall, 0.ar.O.li.a..M....Ii^r.lQtt 

Martyn John. 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 

Sex,  .....F.6IT18.1 6 Color, Whits Condition, .....Widow. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  .6.2 Years,  9 Months,  .6 Days.  Occupation, 

Residence ,* 288  Court  Road,  Winthrop, Ward, 

Place  of  Death,  ...28.8  Court  Road,  ...winthrop^ 

Place  of  Birth, Sngl.and 


(State  year,  month  and  day.) 

Date  of  Birth,.... Q.Cft... 1.3, 1846 


Name  and 

of  Father •, 
Maiden  Name  and 


Birthplace  | William..^^ 

■ther,  ) 

) Mary  A. ...jfepnd- ------ 

Birthplace  of  Mother,  ) 

Place  of  Interment ? orest  Hills  Cemetery. 

♦ If  an  institution,  state  how  long  an  inmate  and  previous  residence.  / \ 


4 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  , OF  THE,  CAUSE  OF  DEATH, 

^ O'  / 


Name  and 
of  Deceased 


Ad,& } Age,.  ears. 

I hereby  certify  that  I attended  deceased  from.  19°f,  to.YyAf^y..  /f 

19&J,  that  J^last  saw ..alive  on  the..  /7  ..day  of 19 & f 

that  $ died  on  the..  /? ...day  of 19  0*^,  about  J..  -r— . . ..  o’ clock 

A.M.,  ot-Jb  M?.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  JL.  death 
was  as  follows:  . " - ' 

( Chief  cause,. 

Disease  \ 

( Contributing  cause, 


Duration 


Chief  Cause, 


Contributing  cause, 


, 


M.D. 


^-PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEiltt  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


,21 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 


Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  asthenia.  See  ‘ Asthenia.”  The  term  “infantile”  adds  no  preci 
to  an  indefinite  statement. 

Infantile  atrophy.  See  “Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malasslmilation.  What  disease  caused  the  malassimilation? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  “Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied  ? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 

Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  “marasmus”  ? Was  it  du 
tuberculosis,  syphilis,  or  cholera  infantum?  S 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  v 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pi 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  mening 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  the  coi 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatio  congestion?  If  so,  name  disease  causing 
the  condition. 


Old  age. 


This  is  not  a satisfactory  return.  The  influence  of  ag 
shown  by  the  statement  of  age  in  years,  months, 
days.  To  this  the  statement  of  "old  age”  as  a caua 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic  p 

tonitis”  should  be  rarely  returned.  Wa3  it  puerp 
or  traumatic?  In  the  latter  case,  state  mode  of  inji 


Pernicious  anemia. 


If  any  definite  cause  can  be  assigned  for  the  anemia 
should  be  reported.  Anemia  due  to  tuberculosls>«y 
ills,  etc.,  should  be  returned  under  the  primary  ant 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a bost  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “ Congestion  of  lungs.” 


Pneumonia. 

Pyemia. 


Specify  definitely  whether  broncho-pneumonia  or  lol 
pneumonia.  If  sequel  to  influenza,  state  that  fact 


What  caused  the  pyemia?  Was  it  puerperal  orNl 
matic?  If  traumatic,  state  nature  of  accident  cam 


injury. 

asthenia. 

See  “Old  age”  and  “Asthenia.” 
death. 

Give  disease  caus 

atrophy. 

See  “Old  age”  and  “Atrophy.” 
death. 

State  disease  caw 

decay. 

See  " Old  age.”  State  disease  causing  death. 

decline. 

See  “ Old  age."  Name  the  disease,  if  any,  that  caused 
decline. 

marasmus. 

See  “Old  age”  and  “Marasmus.” 
death. 

Name  disease  caus 

A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  "general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Shock. 


Surgical 
operation. 
Surgical  shock. 

Teething. 


Toxemia. 


What  caused  the  shock?  If  from  injury,  state  riatur 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 

S 

Always  state  the  disease  or  injury  requiring  operat 
Unless  the  operation  was  improper  or  unskilfully  ] 
formed,  it  should  not  be  given  as  the  primary  caus 
death. 

Name  the  disease  affecting  the  teething  child.  See  "I 
tition.” 

Was  this  acute  or  chronic  poisoning  due  to  some  extei 
agent?  Was  it  auto-intoxication,  due  to  poisons  f 
erated  in  the  body  by  disease?  If  so,  state  the  n: 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmoi 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typl 
fever. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A i 
ture  of  these  diseases  rarely  occurs,  the  great  majc 
of  cases  of  so-called  “typhc-malarial  fever”  being  n 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


<z)  A a 


(CITY  OR  TOWN.) 


RETURN  OF  A DEATH 

FULL  NAME  . • V (-(/(>  <'<  i n t ! Registered  No.  V 

pr,;- 1 r 

. <^l5 . . M&. . Age ^ .^ears  ' 


Residence 


...190^ 

months days 


STATISTIC  AT  DETAILS 


SEX^> 


COLOR 


, tlflRft 


, MARRIED, 


ruvnftr.fcn 


MAIDEN  NAMEt  / jQ  / ' 

IV 6c?/'/  'A  <yY  a 

HUSBAND’S  NAMEt  Xh  , (/ 

KD07CC7 

BIRTH  PLACE  t 

NAME  OF 
FATHER 

ea< 

BIRTHPLWf^ 
OF  FATHER  t 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER* 

OCCUPATION 

INFORMANT  § 


- — 


PLACE  OF  BURIAL  OR  REMOVAL  II 


t&cryf  <£x2^7 


UNDERTAKER 


' Z'V&n/^  7? 


DATE  OF  BURIAL 


190.. 


£ 


ADDRESS  ' ^ 

/ X 3 ysvf Ct/irt'T' / c/fw"  “ 

^5^.  / x3  ^ 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from.  ZftaA/..  l90/...to  ..t^f^...t?..?....  .190  ^r., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


. Cou RATION). .L..  .......  DA Y 8 


Contributory: 


. (duration) DAYS 


(Signyd  . / 3.  Z?.  'f/’P: M.D. 

7/-?  3 190 .^..(Address)  0*^^ 


± 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 . 


years months. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


...190 


rl  fca  7r 


‘City  or  town,  sfreet  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  ‘‘Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A DEATH-1909. 


CITY  OF 

BOSTON. 


FULL  NAME - : r.9.T. Registered  No 

^ancT  Residence  [ Boston S..B..P.e.a.Q.Qne.aS..H.O.Spt., 

Date  of  Death ^ a±  1909.  Age 


6396 


56 


years . 


.months. days 


STATISTICAL  DETAILS. 


SEX 

TP 


COLOR 

w 


SINGLE,  MARRIED,  WID.,  OIV. 

II. 


Maiden  Name  0 Ol  i.  illS 


Charles  Archer 


Husband's  Name 


n-  I , Westport ,1.S . 

Birthplace r: > 

\ (T(0)WimiT  \ 


Father^ CplllttS. 


utA,~£ 
■Am 


Birthplace 
of  Father. . 


Maiden  Name 
of  Mother 


Hannah  Harris 

of ^M other YaTOOUth . S . 

Occupation It  P.  H t?.®.  1.  1.  .4- ,® : 

Informant 


Place  of  Burial 
or  removal 


Undertaker . 


Winthrop 
Simmer  Floyd 


PHYSICIAN’S  CERTIFICATE. 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness 

from 1909,  to 1909 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
te  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

p/iW^ \ Intestinal  obstruction  - 

(Dura’fjariJ 

nl  4 days 


Contributory  : \ baparoto Oy  - 20  IirS 

(Duration) 


D F Jones 

(Signed) M.D, 

Jul.  25 


1909.. 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Usual  Residence. 


Filed. 


A true  copy. 
Attest : 


Winthrop 
Jul  26 


1909. 


Registrar. 


i 


[l-’09-37-XXXM.] 


Permit  No. 

RETURN  OF  DEATH. 

^ MASS. 


Name  in  full, 


Date  of  Death, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex,  ^ Color, Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  AAAd  Years,  ^A Months,  A.  Ah Days.  Occupation, 

Residence,* ^ W&rdrr 

Place  of  Death,..  ./A/ AA /AjIflcA.  CCAg^rPcA. 

Place  of  Birth, 

Name  and  Birthplace  ) K~  ' AA t.Alll. 
of  Father,  I /AA~ 

A'  ' ' 


'A.CPkiCAg...  Date  of  BirtfZ, 


Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, L, 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


...A^ 


rkAAA 


PHYSICIAN’S^CERTIFICATE  OF  TH; 


Name 
of  Deceased, 


AUSE  OF  DEATH. 

19 A A 

TetstdA  } *jO^A^ . Age,.. 6~A..  years. 

I hereby  certify  that  I attended  deceased  from .^Arj. AA(Z1 9 oj  , to (joAj... 

19C°J , that  I last  saw alive  on  the .&M.IV  day  of 190^, 

that..  ..died  on  the...  ...  day  of 19 oj , about AJ...... o’clock 

A,M,,*UV  F.'M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of ,'^r^Srr.... death 
was  as  follows: 

( Chief  cause, 

Disease  -s  \ ' 

( Contributing  cause,...  


Duration 


f Chief  Cause, 

r nn  1 


l 


Contributing  cause, 


.SrA.:...^  M.  D. 


Cy“  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 


Asthenia. 


Atrophy. 


Blood  poisoning. 


Chronic 

pneumonia. 


Congestion  of 
lungs. 


Convulsions. 


Eclampsia. 
Edema  of  lungs. 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  asthenia. 
Infantile  atrophy. 


See  “ Asthenia.*'  The  term  “ infantile'*  adds  no  precisi 
to  an  indefinite  statement. 

See  "Atrophy." 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  "overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation.  What  disease  caused  the  malassimilation? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  “Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 


Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  “marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  Sts 
fully,  as  this  return  in  itself  is  practically  worthless  j 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  wr 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pn< 
monia,  or  some  acute  infection?  If  so,  name  the  p 
mary  disease.  Was  it  traumatic?  If  so,  state  t 
nature  of  the  violence  which  caused  the  meningii 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  the  com 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Old  age. 


This  is  not  a satisfactory  return.  The  influence  of  age 
shown  by  the  statement  of  age  in  years,  months,  ai 
days.  To  this  the  statement  of  “ old  age  ” as  a cause 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  t^e  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic  pe 

tonitis”  should  be  rarely  returned.  Was  it  puerpei 
or  traumatic?  In  the  latter  case,  state  mode  of  injui 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia, 
should  be  reported.  Anemia  due  to  tuberculosis,  syp 
ilis,  etc.,  should  be  returned  under  the  primary  disea* 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition"  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  "old  age,"  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 


Pneumonia.  Specify  definitely  whether  broncho-pneumonia  orlobi 

pneumonia.  If  sequel  to  influenza,  state  that  fact. 

Pyemia.  What  caused  the  pyemia?  Was  it  puerperal  or  tra 

matic?  If  traumatic,  state  nature  of  accident  causii 
injury. 


Senile  asthenia. 
Senile  atrophy. 
Senile  decay. 
Senile  decline. 


See  “Old  age” 
death. 

See  “Old  age” 
death. 

See  “Old  age.” 

See  "Old  age.” 
decline. 


and  "Asthenia.” 
and  “Atrophy.” 


Give  disease  causii 
State  disease  causii 


State  disease  causing  death. 

Name  the  disease,  if  any,  that  caused  t 


Give  cause.  See  “ Congestion  of  lungs.” 


Senile  marasmus.  See  “Old  age”  and  “ Marasmus.”  Name  disease  causii 
death. 


Gastric  fever. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malaria^  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 


General  paralysis. 


Heart  failure. 


i 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  "general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  operatic 
Unless  the  operation  was  improper  or  unskilfully  p 
formed,  it  should  not  be  given  as  the  primary  cause 
death. 


Teething. 


Name  the  disease  affecting  the  teething  child.  See  “ D< 
tition.” 


Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  extern 

agent?  Was  it  auto-intoxication,  due  to  poisons  g< 
era  ted  in  the  body  by  disease?  If  so,  state  the  nai 
of  the  disease. 


Hemorrhage  of 
lungs. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmonn 
tuberculosis  if  lungs  were  affected. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not  f 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typh< 
fever. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A m 
t.ure  of  these  diseases  rarely  occurs,  the  great  major 
of  cases  of  so-called  "typho-malarial  fever”  being  no 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 


Death  * 


RETURN  OF  A DEATH 



v 


( CITY  OR  TOWN.) 


Date  of  l 
Death  J 


Residence  ....  Tf. .'.C. Ag  e.....V?L.f^. years. 


STATISTICAL  DETAILS 


COLOR 


SINGLE,  MARRIE 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


€?  s'  — 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


190 


A 


UNDERTAKER 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  . . . . / . . 1 9 oy  t . . fL.  $rTTi  9 0^ 

that  to  the  Best  ofWy  knowledge  and  fc4]i^f  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


Contributory: 


(Signed). 


'V 


, (duration) U ■ OAY  8 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hosp!tal  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


f'TT"  REJURN  OF  A DEATH 


FULL  NAME 


(CITY  OR^TOWN.) 


Registej^d  No 

Place  of ) <v-  2 f / s-  <sSyL  Date  of  l 

Death  * f “ Death  I 

Residence  Age ^ ~ ^ 


JV 


190  ^ 


. years.. 


months /T. days 


9 


STATISTICAL  DETAILS 


SEX 

& ?+■<  — 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


<U-^  - 


Se  cr-C^- 


BIRTHPLACE 
OF  FATHER* 


J^L^cr* € 


MAIDEN  NAME 
OF  MOTHER 


rr  fa 


BIRTHPLACE 
OF  MOTHER* 


^ ' 


OCCUPATION 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


4.&/Z* 


DATE  OF  BURIAL 


. 190..?.... 


ADDRESS 


PHYSICIAN'S  CEE  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  .yx'..  *T5^^.../...l9a^.ta.;^A«»....J./r..l90...J? 
that  to  thedrest  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


0m& 

Contributory: 




(Signed) 

I90.^/Address).... 


IT 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country  | also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


r 


COMMONWEALTH  OF  MASSACHUSETTS 

DEATH 


RETURN  OF  A DEA 


( CITY  OR  TOWN.) 


FULL  ■(■■■'■ Registered  No. 

prr- } 

_ .p- 

(V  ^ j f. 


ZA- 


Residence 


. years.. 


STATISTICAL  DETAILS 


SEX 

COLOR 

SINGLE,  MARRIED, 

WIDOWED,  OR  ^ 
DIVORCED  ^^^>r 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


Sf-  S 


NAME  OF 
FATHER 


Z- 


BIRTHPLACE 
OF  FATHER* 


(S  ~S\ 


MAIDEN  NAME 
OF  MOTHER  -—fs' 


Bl  RTH  PLACE 
OF  MOTHER* 


~ (P; 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


c?  Z , 


DATE  OF  BURIAL 

Zx 


x/ 


190.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased^  during  last 

illness,  from  ...QddjbL 190 to..Zr^../.^7T 190  .^7., 

that  to  the  best  ormy  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATJH  was  as  follows: 

SM  C i (J  Jsr\ 


Primary: 


w 


(* 


..0^/../.^O..^..(Address)..../....?..y.. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at  ") 

Place  of  Death 7 T. Jears months days 


at  i>  db^j 

leath  7 77. vea,, 

I,  . . . SSSdf?.. . 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

} State  or  country  | also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


f-4-  r-r 


COMMONWEALTH  OF  MASSACHUSETTS. 


CITY  OF 

RETURN  OF  A DEATH-1909.  BOSTON. 

FULL  NAME sTO.lm..  Jacobs Registered  No. 7..Q.M 

...Boston 

...Aug1. 12. I 909.  Age .4.8 . . . . years months days. 


Place  of  Death  j 
and  Residence  ( 


Date  of  Death. 


STATISTICAL  DETAILS. 


SEX 

...II. 


COLOR 

.Jff 


SINGLE,  MARRIED,  WID.,  DIV. 

.M 


Maiden  Name 

Husband’s  Name 

Birthplace mrrjrt 


Name  of 
Father 


I,Ii  o h a o 1 J a c o h s 

of'Fate 


Maiden  Name  ZGlla 

of  Mother 

oi'2"!*h" 3c5-n-.r.7 

Occupation. 

Informant... 


Ta^ 


ilor 


Place  of  Burial  rr  VotV  TT  Y 
or  removal ® *9  r4 X. .*. . 

Undertaker .J.0.S...Xl../3lxx  -?.© 


PHYSICIAN’S  CERTIFICATE. 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness,' 

from 1909,  to 1909,' 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the: 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows  : 


llalignant  Lymphoma  of 
Intest ine 

10  mos. 


Contributory  : 
(Duration) 


Carleton  R.LIetcalf 

(Signed) M.  D. 


Aiijg  14 


1909 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 

Admi  t ted  t o Ho  sp . Aug . 5 ,19 09 

Usual  Residence..,,'7i.^^TPI):.V76..  SUBn^SldO  AY . 

Aug  17 


Filed 

A true  copy 


.1909 


Registrar. 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


/€.(& 


RETURN  OF  A DEATH 


{CITY  OR  TOWN.) 


B 


Registered  No 

Telth\-^< 


Residence  A.*'. Age years. 


190  c 

months days 


.1 

-I 

D 

U. 


U1 

GQ 

O 

h 

<n 

U 

s 

< 

z 


STATISTICAL  DETAILS 


SEX 

COLOR 

<r 

SINGLE,  MARfttCB, 

W+©erWET57^a_.^ 

DtvmrsED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


. 


O'' 


OCCUPATION 


INFORMANT  § 


PLACE  OF  Bt 


PHYSICIAN’S  CER  TIFICA  TE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  . JX4JAf2^.....\90<fj...to 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

jwt"" 0 


.(duration) DAYS 


Contributory : 


. (duration) DAY! 


— . °l.  \ OlM--1- 


(Signed) ^ .A :. . ,3f.l M . D. 


. Q^f . +>>' .190^. ..(Address) SI  I 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190 


Clerk 


VAL  U 


DATE  OF  BURIAL 


UNDERTAKER  * ADDRESS 

2$H 

y co+xfr 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  ‘‘Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


PERMIT  NO. 


G*4y-o£=QUmCY 


Death 
Residence 


, RETURN  OFL-A  DEATH*  y 

^ L 1 

13  f -d^  . 


FULL  NAME 

Place  of  1 7^ 


Date  of  1 
. Death  / 


/ 5~~ 
y 


190 


/ 


Age 


years 


// 


■ months 


/L 


STATISTICAL  DETAILS 


H^E  COLOR,  E 

7 


MAIDEN  NAME  t 


HUSBAND’S  NAME  t 


BIRTHPLACE  t 


,^,/^uAy^Z 


y7s 


I PLACE  OH  BURIAL  OR  REMOVAL  I 


INFORMANT  i 


^yyCU-  4':a*k.  M 

Undertaker  no  ff 


days 


PHYSICIAN'S  CERTIFICATE 


that 


I HEREBY  CERTIFY  that  I attended  deceased  during-  last  illness 

* ...  ..  J $ 


from  190  S 


-to 


'■  5 190-7 

, Hs 

died  on  date  stated  above,  about  7" o’clock M. 


and  that,  to  the  best  of  ray  knowledge  and  belief,  the  cause  of 
death  was  as  follows  : 


Chief  Cause  : 


(duration 


a 


Contributing  Cause  : 


(sid'd) fVtivj 

(Address)  J')  ft 

kpn 


’ ECIAL  INFORMATION  ouly  for  Hospitals,  Institutions,  Transients 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


years 


months  4a vi 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? 


Filed 


190 


Clerk 


* City  or  town,  street  aud  number,  if  auy.  If  death  occurs  away  from 
USUAL  RESIDENCE,  give  facts  called  for  uuder  “Special  information.’' 
If  in  a Hospital  or  Institutiou,give  its  NAME  iu stead  of  street  and  number 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  ; also  city,  town  or  country,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


I 


1ST 


7 A 


The  Office  of  the  Board  of  Health  will  be  open  for  the  granting  of  permits  for 
burial  as  follows  : Saturdays,  8 A.  M.  to  1 2 M.,  Sundays  and  Holidays,  at  the  home 
of  the  Secretary  . Other  days  from  8 A.  M.  to  1 1.30  A.  M.  and  1 P.  M to  5 P.  M. 


% 


[l-’09-37-XXXM.] 


u 


<z\ 


Name  in  full, ./£ 


f\ 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 

L 


Sex,  Color, Condition, j 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,.PJ2.  Tears,  Months, ....fi. Days.  Occupation, >.  chrpl-.  *j/ I f,Q. . 

O fl  ^ 


Residence,* Ward^ 

Place  of  Death, . 

Place  of  Birth,  ^ Date  of  Birth, 

Name  and  Birthplace  ) 
of  Father,  ) 

Maiden  Name  and  ) 

Birthplace  of  Mother,  ) 2 All/  f 

Place  of  Interment, 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


(State  year,  month  and  day.) 


-^UatA 


jf 

C\  PJ~/^i4  (As 

Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Hi  i,\  l, nu, , . ri>Q  " 

Name  and  Age  I /--•  j)  (j  j A. .....  1/  . ('■ 

' Of  Deceased,  ( Age,  if  2 years. 


I hereby  certify  that  I attended  deceased  from.  . . 1 9^  , • 

19  , that  I last  saw rr^*irrr. alive  on  the day  of 10CJ, 

that..r*&&4rr. died  on  the day  of about / ^ ..o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of ...fUh^t^.....  death 
was  as  follows : • 

f Chief  cause, . 

Disease  K 

( Contributing  cause,. 


f Chief  Cause, 

Duration 

( Contributing  cause, 


^"PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUITED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 

cs&gj^jy21 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 
Dyspepsia.  - 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  “Dropsy.” 

How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


A practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 

Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 

Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Infantile  asthenia.  See  ‘Asthenia.”  The  term  “infantile”  adds  no  precisi 
to  an  indefinite  statement. 

Infantile  atrophy.  See  “Atrophy.” 

Malassimilation.  What  disease  caused  the  malassimilation  ? 


Malnutrition. 

Marasmus. 


Meningitis. 


Nephritis. 


Old  age. 


What  disease  caused  the  malnutrition? 

What  disease  caused  the  "marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  St* 
fully,  as  this  return  in  itself  is  practically  worthless  1 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  wr 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pne 
monia,  or  some  acute  infection?  If  so,  name  the  p 
mary  disease.  Was  it  traumatic?  If  so,  state  t 
nature  of  the  violence  which  caused  the  meningit 
Was  it  tuberculous  meningitis? 

Was  it  acute  or  chronic?  If  acute,  occurring  in  the  corn 
of  some  disease,  name  the  disease  causing  death. 

This  is  not  a satisfactory  return.  The  influence  of  age 
shown  by  the  statement  of  age  in  years,  months,  ai 
days.  To  this  the  statement  of  “old  age”  as  a cause 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic 'pe 

tonitis”  should  be  rarely  returned.  Was  it  puerpei 
or  traumatic?  In  the  latter  case,  state  mode  of  injur 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia, 
should  be  reported.  Anemia  due  to  tuberculosis,  syp 
ilis,  etc.,  should  be  returned  under  the  primary  diseas 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 

“Dentition”  is  not  a proper  cause  of  death,  and,  like  Senile  asthenia, 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Senile  atrophy. 

Name  the  disease  in  which  the  “dropsy”  occurred. 


Specify  definitely  whether  broncho-pneumonia  or  lobs 
pneumonia.  If  sequel  to  influenza,  state  that  fact.^ 

What  caused  the  pyemia?  Was  it  puerperal  or  tra 
matic?  If  traumatic,  state  nature  of  accident  causii 
injury. 

See  "Old  age”  and  "Asthenia.”  Give  disease  causii 
death. 


See  “Old  age”  and  "Atrophy.”  State  disease  causii 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 
Senile  decline. 

Senile  marasmus. 


See  " Old  age.”  State  disease  causing  death. 

See  “Old  age.”  Name  the  disease,  if  any,  that  caused  tl 
decline.  ’ 

See  “Old  age”  and  “Marasmus.”  Name  disease  causii 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,'  as  typhoid,  malarial,  etc.? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


Surgical 
operation. 
Surgical  shock. 


Teething. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Toxemia. 


Always  state  the  disease  or  injury  requiring  operatio: 
Unless  the  operation  was  improper  or  unskilfully  pe 
formed,  it  should  not  be  given  as  the  primary  cause  i 
death. 


Name  the  disease  affecting  the  teething  child, 
tition.” 


Was  this  acute  or  chronic  poisoning  due  to  some  extemi 
agent?  Was  it  auto-intoxication,  due  to  poisons  gei 
era  ted  in  the  body  by  disease?  If  so,  state  the  nan 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmonai 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not  fs 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


Typhoid  condition. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typhoi 
fever. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A m 
ture  of  these  diseases  rarely  occurs,  the  great  major 
of  cases  of  so-called  “ typho-malarial  fever  ” being  not 
ing  more  nor  less  than  typhoid  fever. 


NAMES  TO  BE  IN  FULL 


COMMONWEALThf  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME  „CrAJLvv\4Xy....C^X^.....  


(CITY  OR  TOWN.) 


Registered  No. 


Residence 


V'-*" ~r.y.v-vvw»  Y Death  > ..  * y 

3.0  ..years | months...  ,3.. 


..days 


STATISTICAL  DETAILS 


PHYSICIAN’S  CERTIFICATE 


BIRTHPLACE 
OF  FATHERt 


MAIDEN  NAME 
OF  MOTHER 


GXma. 


Cc ; 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


ADDRESS 


I HEREBY  CERTIFY  that  I attended^xl^ceased  during  last 
illness,  from  190  ..^.to  ...TT^^7^....^/.....I90  .^ , 

that  to  the  best  ofjjny  knowledge  and  belief  d^a/h  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  - . Sr. . r. . .y^.<£S w. ,o. . ST 

cT  c 

Contributory:  . t^^T.  . &r. 


0lJ 

(duration) DAYS 


(Signed). 


(duration) DAYS 

M.D 




r^^«?r/.A./..l90..^..(Ayress)  


T 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


♦City  or  town,  street  and  number,  if  any.  If  death  "occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  j also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date  of  Death,. 

&a ' 





(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


, Color, . oj-Au^.. ...Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 

Years,  C? Months,  (Cs-.  Days.  Occupation, 
u srYstA  , * Ao> 


(Single,  Married,  Widowed  or 


Sex 


Age, 


Residence,  * ‘.^Y. 

Place  of  Death,.  : /Q)  If. 

Place  of  Birth,  , 0/IaA-:  Date  of  Birth, 

Name  and  Birthplace  ) /qj&mJls 

of  Father,  ) -/}  A Nit  //  y c? 

Maiden  Name  and  ) {^CfMA/Z  rA>J QCH^i 

Birthplace  of  Mother,  J ^ . . s~\I  ^ A A r 

Place  of  Interment, .^ypyfPU. ...  yrcfrU 

" 

Undertaker . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

£?/ n/a  Dmmi, 


Name  and  Age  ) 
of  Deceased,  S 


190^ 


gfofUIAL^ Age,  .l7.AfA...years. 


I hereby  certify  that  I attended  deceased  from. 


4. 


47-3,^ 


^ 190^,  to 

190  ^ that  I last  saw alive  on  the r^3?  - daV  °f 190  <j 

that ..died  on  the T..?. day  of 190 about f .^P  clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 'rr-A?. death 

was  as  follows: 

j Chief  cause, 


Disease 


Contributing  cause, 


U. 


f Chief  Cause, 

Duration  ' 

Contributing  cause, 


f\jL^PM  J 


•jfe? 


& 


M.D. 


’If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


' 


c 
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Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 'Y24/ULOL. 


Sex, Color,  Zn<. Condition,  Jf.uNyr.. 


iM 

(If  married  or  divorced  womaJt^gl^ejdaiden  name,  also  name  of  husband.) 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  .£?(?.  Years,  Months,, Pays.  Occupation, 

Residence,* ....  , J'Yard, . 

Place  of  Death, c QjijF.y  S^../zZfy/.. 

Place  of  Birth, Date  of  Birth,. 

Name  and  Birthplace  j ..ADociazJj^- 
Maiden  Name  and  ) 

Birthplace  of  Mother,  ) > /;  / 

Place  of  Interment, 

1 

/Undertaker . 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

I Boston, .19.. C).^ 

Name  and  Age  1 /?-  A Kffi 

of  Deceased, 

I hereby  certify  that  I attended  deceased  from...Sh£^igf Z 19°  , to....w.&A*£jf. *f 

19  6 ^ that  I last  saw alive  on  the *fr. day  of <^L^r.....  190  J 

that.  Ak. ..died  on  the Iff. day  of ^5^^. 19c about / 0 ^1/dfrock 

• A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. death 

I was  as  follows : . D 

{ Chief  cause, PZc  Q-' C 


Disease  { 

( Contributing  cause 


Chief  Cause, 


Duration 


Contributing  cause, 


CM 

^ PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO 


M.  D. 

HER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 


Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  “Dropsy.” 

How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


A practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 

Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 


Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


What  caused  the  convulsions?  Were  they  epileptic, 

Suerperal,  or  caused  by  diarrhea  or  enteritis  (infants)? 

ame  the  disease  in  which  the  convulsions  occurred. 
"Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 

What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 

What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 

A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 

What  disease  caused  the  “heart  failure”?  The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 

Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 

State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Infantile  asthenia. 


Infantile  atrophy. 
Malassimilation. 
Malnutrition. 
Marasmus. 


Meningitis. 


Nephritis. 
Old  age. 


Peritonitis. 


Pernicious  anemia. 


Pneumonia. 

Pyemia. 


Senile  asthenia. 


Senile  atrophy. 
Senile  decay. 
Senile  decline. 


Senile  marasmus. 
Shock. 


Surgical 
operation. 
Surgical  shock. 


.} 


Teething. 


Toxemia. 


Tuberculosis. 

Tumor. 

Typhoid  condition. 


See  “ Asthenia.”  The  term  “ infantile  ” adds  no  precis 
to  an  indefinite  statement. 


See  “Atrophy.” 


What  disease  caused  the  malassimilation? 


What  disease  caused  the  malnutrition? 


What  disease  caused  the  “marasmus”  ? Was  it  due 
tuberculosis,  syphilis,  or  cholera  infantum?  St 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 


Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  w 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pn 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  meningi 
Was  it  tuberculous  meningitis? 


Was  it  acute  or  chronic?  If  acute,  occurring  in  the  cot 
of  some  disease,  name  the  disease  causing  death. 


This  is  not  a satisfactory  return.  The  influence  of  agi 
shown  by  the  statement  of  age  in  years,  months,  £ 
days.  To  this  the  statement  of  "old  age”  as  a caus( 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  was  the  cause  of  the  peritonitis?  “ Idiopathic  pi 
tonitis”  should  be  rarely  returned.  Was  it  puerpt 
or  traumatic?  In  the  latter  case,  state  mode  of  inju 


If  any  definite  cause  can  be  assigned  for  the  anemia 
should  be  reported.  Anemia  due  to  tuberculosis,  sy 
ilis,  etc.,  should  be  returned  under  the  primary  disc; 


Specify  definitely  whether  broncho-pneumonia  or  lot 
pneumonia.  If  sequel  to  influenza,  state  that  fact. 


What  caused  the  pyemia?  Was  it  puerperal  or  tr 
matic?  If  traumatic,  state  nature  of  accident  caus 
injury. 


See  “Old  age”  and 
death. 


‘Asthenia.”  Give  disease  caus: 


See  “Old  age”  and  "Atrophy.”  State  disease  caus: 
death. 


See  “ Old  age.”  State  disease  causing  death. 


See  “Old  age.”  Name  the  disease,  if  any,  that  caused 
decline. 


See  “Old  age”  and  “Marasmus.”  Name  disease  caus 
death. 


What  caused  the  shock?  If  from  injury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 


Always  state  the  disease  or  injury  requiring  operati 

. . kilftT 


Unless  the  operation  was  improper  or  unskilfully  i 
formed,  it  should  not  be  given  as  the  primary  cause 
death. 


Name  the  disease  affecting  the  teething  child.  See  “ D 
tition.” 


Was  this  acute  or  chronic  poisoning  due  to  some  exter 
agent?  Was  it  auto-intoxication,  due  to  poisons  g 
era  ted  in  the  body  by  disease?  If  so,  state  the  ns 
of  the  disease. 


State  organ  affected.  Do  not  fail  to  state  as  pulmon 
tuberculosis  if  lungs  were  affected. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typh 
fever. 


Typhoid 

pneumonia. 


Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Typho-malarial 

fever. 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A d 
ture  of  these  diseases  rarely  occurs,  the  great  majo 
of  cases  of  so-called  “ typho-malarial  fever  ” being  nt 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


FULL  NAME  ....QVs~0 

Place  of 
Death 


(CITY  OR  TO  ffN.) 

Registered  No. 


* f (*-0 fe-cJGua  CLVrl  DDeathf  i ■) 190  y 

Residence  S. Age (3...(d ...years months days 


Age 


..years.. 


..days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR  - 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt \Kffd 

S Ifly 

I (y 

BIRTHPLACE* 

NAME  OF  ^—7 

FATHER  VV 

BIRTHPLACE 

OF  FATHER  t _ 

MAIDEN  NAME 
OF  MOTHER^ 

BIRTHPLACE  / / 

OF  MOTHER  t ' 

OCCUPATION 


INFORMANTS 


-X- 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


C/€&<. 


DATE  OF  BURIAL 

JL/y-  ? 


190?'.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  h-attended  daceasetF during  last 

Wnwsrfrom:  .rr.t.rrrr:. . "r- ■■  too. 


‘•lu '■■■■■— 100 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the^CAUSE  OF  DEATH  was  as  follows : 


Primary: 



Contributory:  


(Signed)... U\ 
v— -190  (Address) 


(duration) DAYS 

M.D. 

Aiu 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 
t State  or  country)  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[4-’07-37-LM.] 


Permit  JVo. 

RETURN  OF  DEATH. 

bqsxqn,  mass. 

Bate  of  ReatK  190  1 


Name  in  full,.:  - ' 


£ 


Sex,  ...Color,..  


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Condition, ..., 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  . Divorced.) 


Age, ears,  N Months,  v?^T  Bays.  Occupation,  sj OJWijLl  , 

* Ward, 


Residence, 

Place  of  Beath, 

Place  of  Birth,  Bate  of  Birth, 


(State  year,  month  and  day.) 


Place  of  Interment^f^jjr..f'.tMl^.,...^/^^Pj^Q^^TN^Cj^^  • AjlgifJh 

Vj44g<1gl.^ 


Name  and  Birthplace  ) 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother,  ) A / t pv  A 


Undertaker. 


Name  and  Age 
of  Deceased, 

I hereby  certify  that  I 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, 190{. 

Age,. ears. 

\ v A 

attended  deceased  from  'Pfifcd.. ...?.. 19(ff  , to i ? 

1 190  % that  I last  saw alive  on  the .^L day  of Pr.tf. 190% 

that fC.dz. -died  on  the %. day  of.  190Cf,  about o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.  .PrrfX^ death 

was  as  follows : 


Bisease 


( Chief  cause, 

•/>  < 

( Contributing  cause, 


^ Jj-vitvvN^  * f 


Chief  Cause, 


Bur  at  ion 


I 

Contributing  cause, 


if  o 


M.B. 


’If  an  Institution,  state  how  long  an  Inmate  and  previous  residence. 


% 


P 


[l-’09-37-XXXM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death, IDA.f . 

Name  in  full,  GPMkAL .eALQ.. Ac  AN. 


Sex 


oJjL 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.)^ 

Color, Condition,. 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 


Age, Years,  Months,/^.... Days.  Occupation, 


Place  of  DeathpkffAfAr. 

Place  of  Birth, 

Name  and  Birthplace  ) .zlijQ'. 

of  Father,  \ " / 

Maiden  Name  and 
Birthplace  of  Mother,  ) 

Place  of  Interment,.. 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


(State  year,  month  and  day.) 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, /...^ .19  ^ 

•A  Age, UU.yea 


Name  and  Age 
of  Deceased, 


JF  ^ 

' i _ j < 

I hereby  certify  that  I (jbttended  deceased  from 19^  , to...^&fyiC^...J.^&  ^ ^ 

19  , that  I last  saw .alive  on  the 1. day  of ..SfNuAl . 19Lrf, 

that died  on  the 1 day  of 19  about £'J.. o’clock 

A.M.,  or  P.M.,  and  that,  to  the^  best  of  my  knowledge  and  belief,  the  cause  of. death 

was  as  follows : f^)  / >, 

( Chief  cause, 

Disease  | c<jntrihuting  caus^ 

f Chief  Cause, ^ ' 

r r\trt  < / 


Duration 


( Contributing  cause, 


'Cl  ^ UDT  m.D. 

^physicians  before  stating  cause  of  death  are  requested  to  see  the  other  side  of  this  blank. 


IT 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 

Name  disease  causing  ascites.  See  "Dropsy.” 

How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  "overlying”  (child)? 
What  disease  caused  this  condition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  “ Debility.” 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 

Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal? 


Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 

What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Infantile  asthenia. 

Infantile  atrophy. 

Malassimilation. 

Malnutrition. 


See  “ Asthenia.”  The  term  “ infantile”  adds  no  precis 
to  an  indefinite  statement. 

See  "Atrophy.” 

What  disease  caused  the  malassimilation? 

What  disease  caused  the  malnutrition? 


Marasmus.  What  disease  caused  the  “marasmus”  ? Was  it  du< 

tuberculosis,  syphilis,  or  cholera  infantum?  St 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 

Meningitis.  Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  w 

exactly  in  this  form.  Did  it  follow  scarlet  fever,  pt 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  mening 
Was  it  tuberculous  meningitis? 

Nephritis.  Was  it  acute  or  chronic?  If  acute,  occurring  in  the  cot 

of  some  disease,  name  the  disease  causing  death. 


Old  age.  This  is  not  a satisfactory  return.  The  influence  of  ag 

shown  by  the  statement  of  age  in  years,  months,  i 
days.  To  this  the  statement  of  "old  age”  as  a caus 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 

Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic  p 

tonitis”  should  be  rarely  returned.  Was  it  puerp 
or  traumatic?  In  the  latter  case,  state  mode  of  inji 


Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia 
should  be  reported.  Anemia  due  to  tuberculosis,  sy 
ilis,  etc.,  should  be  returned  under  the  primary  dise 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright's  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 

Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 
“Dentition”  is  not  a proper  cause  of  death,  and,  like 
"infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Name  the  disease  in  which  the  “dropsy”  occurred. 


Senile  asthenia. 


Senile  atrophy. 


Specify  definitely  whether  broncho-pneumonia  orlol 
pneumonia.  If  sequel  to  influenza,  state  that  fact 

What  caused  the  pyemia?  Was  it  puerperal  or  ti 
matic?  If  traumatic,  state  nature  of  accident  caui 
injury. 

See  “Old  age”  and  "Asthenia.”  Give  disease  caui 
death. 

See  “Old  age”  and  “Atrophy.”  State  disease  cam 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay.  See  “Old  age.”  State  disease  causing  death. 

Senile  decline.  See  “Old  age.”  Name  the  disease,  if  any,  that  caused 

decline. 

Senile  marasmus.  See  “Old  age”  and  “Marasmus.”  Name  disease  cau 
death. 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.  ? 


Shock. 


What  caused  the  shock?  If  from  injury,  state  natui 
accident.  If  from  surgical  operation,  state  di3eas 
injury  requiring  the  operation. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis"  should  be  avoided.  “General  paralysis 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 

What  disease  caused  the  “heart  failure  '?  The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Surgical 
operation. 
Surgical  shock. 


Always  state  the  disease  or  injury  requiring  opera! 
Unless  the  operation  was  improper  or  unskilfully 
formed,  it  should  not  be  given  as  the  primary  cam 
death. 


Teething. 


Name  the  disease  affecting  the  teething  child.  See  “1 
tition.” 


Toxemia.  Was  this  acute  or  chronic  poisoning  due  to  some  exte 

agent?  Was  it  auto-intoxication,  due  to  poisons 
erated  in  the  body  by  disease?  If  so,  state  the  r 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 

State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 

This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Tuberculosis. 


Tumor. 


State  organ  affected.  Do  not  fail  to  state  as  pulmo 
tuberculosis  if  lungs  were  affected. 

Was  it  a cancer?  Whether  a cancer  or  tumor,  do  no 
to  specify  organ  or  part  of  body  affected. 


Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typ 
fever. 


Typhoid  Was  the  primary'  disease  typhoid  fever  or  pneumonia' 

pneumonia. 

Typho-malarial  Was  it  typhoid  fever?  Was  it  malarial  fever?  A 
fever.  ture  of  these  diseases  rarely  occurs,  the  great  maj 

of  cases  of  so-called  “ typho-malarial  fever  ” being  i 
ing  more  nor  less  than  typhoid  fever. 


[4-’07-37-LM.] 


Permit  No. 

RETURN  OF  DEATH. 

BaSTQN,  MASS. 


// 


Name  in  full, 


, AAl/VPt.  AjPq., . Color, ..  CfkJNN  -- ...Condition,..  ..A,Q. .totaifuAL 


Bate^of  Beath,.NN=PJ..A  ' ...1 90 

,NCWL. &oAjl. 72±J&.. /MpomjA 

(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Agc,tXfXeaMs,  Xl-  Months,  /f.  Days.  Occupation,  v 

‘NL/mx.  


Residence,' _✓/  CV/VrV'-y'' Z I Yard, 

Place  of  Death,  <Se>  A CIOClPlNl.  A 

/\  (State  y^du^'month  and  day.) 

Place  of  Birth, An  (PNPlSiN.. ^ Bate  of  Birth, urrr 

Name  and  Birthplace  } ==: 


of  Father, 

Maiden  Name  and 
Birthplace  of  Mother 

Place  of  Interment, 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  JpAUSE  OF  DEATH. 

i 


Name  and 
of  Deceased,  ) 


xPW9  c ly  ft/  . 


190 


Af } Age, N7. 


I hereby  certify  that  I attended  deceased  from 

J 190^1  that  I last  saw I$Q alive  on  the '..I day  of. 

'i 


1 

rhQ alive  on  the 

N is*  . . 

,.f± U-.-died  on  the LB. day  of 


190  a, 

that ..tH, died  on  the /...J day  of 190  , about  ...ZT. o’clock 

4 

a A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and'Belief,  the  cause  of death 

; was  as  follows : 

( Chief  cause,.... 

1 Bis  ease  i 

( Contributing  cause,  

j ^ 

f Chief  Cause, ]X  J 

j Buration  - 

Contributing  cause, 

M.  B. 


• If  an  Institution,  state  how  long  an  inmate  and  previous  residence. 


•aSSssS.'- 1 


ALL  NAMES  TO  BE  IN  FULL 


ii 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  GIF  A DEATH 

FULL  NAME  No 

pr,;-i sJL 


( CITY  OR  TOWN.) 


Date  of  l 
Death  i 


years.. 


.190 

S?.. months  .if™: . days 


STATISTICAL  DETAILS 


SE2C — v 


COIOR 


SINGLE,  MARRIED, 
WIDOWED,  OR  y ^ 


DIVORCED 


«^r 


MAIDEN  NAMEt  f?  ? , 

HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER  sA? 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


-Z^Z-  A 


BIRTHPLACE 
OF  MOTHER ! 


OCCUPATION 


ON 


INFORMANTS  y x 

Jrjx  r c*  <■ 


PLACE  OF  BURIAL  OR  REMOVAL!! 


L ^rr/  c°^ 


UNDERTAKER 


. ft  v3, 


DATE  OF  BURIAL 


^2^ 


190 


JL 


ADDRESS 


\/JCA^ 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from....S+^2^..^. \§0j...\o....%dLL.../.s> 190^?.. , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  I 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death 7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number. 

I In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


qk. 

rJ~  - o f 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME Registered  No 

Place  of  Death  * 3..  4.  4 

::Age 464*......,^ c 


Date  of  Death 


years ( 7p months ,-j7TT:....days 


STATISTICAL  DETAILS 


SEX 


C°LOR^ 

lA^LAst- c 


SfNQtt,  MARRIED, 

WIOOWED,OR- 

DhVOftCEO. 


MAIDEN  NAME  t 

HUSBAND’S  NAME  t /H' 


C 


BIRTHPl  ACE  + 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER  t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER t 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 

£!..rr...ZL../..T.....  190 p-... 


ADDRESS 


2jruL  yju 


YT/-f  r ml 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from 190 to /r.f.ll. ? 190:/...., 

j f 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

r • .1  


Primary: 


.(duration) DAYS 


Contributory:  


(duration) DAYS 


a 


(Signed) M.D. 


AM.. 


2 0 


190 (Address) 


if... : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or 


How  long  at 

Usual  Residence Place  orDeath?. 


Days 


Where  was  disease  contracted. 
If  not  at  place  of  death?  .... 


Filed 


190 


Clerk 


•City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  in  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


uuT  nun  in  iv. — l MIS  IS  A PERM  ANEN  s RECORD 

ALU  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


. rc  c.  i u k in  ur  a u 

Residence  Age .<£.£. year,. 


(CITY  OR  TOWN.) 


STATISTICAL  DETAILS 


SEX 


JOLOR  , - SINGLE,  MARRIED,  ^ ' 

I 8S8KS»  OB  c^/^v. 


MAIDEN  NAMEt 
HUSBAND’S  N/ 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 


OF  FATHER! 


LSh^T^ 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER"! 


‘A^ys,  ^ J/rP-wC 


T^t  — - ^ 


OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 

Y' 


UNDERTAKER 


A. 


DATE  OF  BURIAL 

1 L- 


?A 


. 190. 


JL 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  jjhat  I attended  deceased  during  last 

illness,  from  l90^..to....S^3f^Z..£ 190  i..4T!{ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : A.. 

> <J I 


.(duration)..  . f. .DAYS 


7 


Contributory: 


ion)  . 


(Signed) 


r 

190  ,.f.  (Address) 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at  <L. 

Place  of  Death? T~. yaflrs months days 


Where  was  disease  contracted,  *)  \r  /\ . .1  » . . CjT 
if  not  at  place  of  death?.. ...... .^r.. Q $7?...!. 


Filed 


190 


Clerk 


• City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

] State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


Place  of  Death  *. 
Date  of  Death 


years  . . ^ ..months  ..  . .days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  M ARRtEO-; 

WFBeWED.'UTT 

mvoKCEg 


MAIDEN  NAME  t 

HUSBAND’S  NAME  t 

BIRTHPl  ACE  f 

yiu. 

name'of 

FATHER  / 

/ 

birthplace/ 

OF  FATHE&C 

MAIDEN  NAME  / 

OF  MOTHER  ■ ^ n 

//j£ 

BIRTHPLACE 
OF  MOTHER  t 

OCCUPATION 


IN  FOR 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


C-.2&C 


DATE  OF  BURIAL 


EIITSICIAjy’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last** 
illness,  from  I90£...to 


that  to  the  best^of  my  knowledge  and  belief  death  occurred  on  thee 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows:12 


Primary: 


. (duration).  JO....... 

0AY8  8 


Contributory : 


. (duration) DAYS  8 


(Signed)....  m,d.  )• 

f ^ !9^^T(Address)  . ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,  si 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  of  Death? Days 's 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


190 


Clerk  If’ 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 1*. 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or )r’ 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


r ^ / 


ALL  NAMES  TO  BE  IN  FULL 


FULL  NAME.# 

Place  of 
Death 


COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A DEATH  (city  or  Town.) 

Registered  No. 




i } oi  > ' aa. ,9o  f 


Residence  . .^TT.TrT^TTtTr. /rt Age 


.years.. 


z 


months f. days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


INFORMANT^ — 

2^-  • 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 

e /irt 


DATE  OF  BURIAL 

J/a 


ADDRESS 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTH  PLACE  t 

NAME  OF 
FATHER 

BIRTHPLACE* 
OF  FATHER t 

MAIDEN  NAME  y , ~/P  * . 

OF  MOTHER 

BIRTHPLACE 
OF  MOTHER  t 

OCCUPATION 

— 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  fro I90^..to  ..rr^?^?^...-?.?r?.190  .^r, 

that  to  the  bestir  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

. frrr^r. 


Primary: 


.(duration).. 


. dtcys 


Contributory: 


. (duration) DAYS 


(Signed) M.D. 

190^.,  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI-, 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or. 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

} State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


Place  of 
Death  * 

Residence  Sf'. Age 


months i. dayi 


-i 

3 

Is. 


U 

03 

0 
H 

<0 

u 

1 

< 


-! 

J 

< 


STATISTICAL  DETAILS 


SEX^T) 


CO^OR 


SINGLE,  MARRIED, 
WIDOWED 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


1 /A  n ri  | U U y v*  “J 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER 


/ 7 " 


- S' t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  l9d^....to  190  -^. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSEOF  DEATH  was  as  follows 

„™,y;  Mm* > 


.(duration).. 


_s_ 


Contributory: 


. (duration) DAYS 


M.D. 


(Signed) C \ZZ^L. ...  M.D 

(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country  | also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


■ 


/o  ^ 


>3  "C5  Of 


> 


v: 


% 


[l.’09-37-XXXM.] 


Permit  No. 


RETURN  OF  DEATH. 


BOSTON,  MASS. 


Name  in  full, 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex , Color, . ylA/Lc JaLJ. Condition , 

Age, Years,.  Months,.../ / Pays.  Occupation, 

Residence, y.y. 

Place  of  Death, 

Place  of  Birth,.. 


(Single,  Married,  Widowed  or 
Divorced.) 


month  and  day.) 


Name  and  Birthplace  } 
of  Father,  ) 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment,... 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence 


^JJnde^taker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 


Name  and  Age 


Z J 


4ftU. 

certify  that  I attended  deceased  from,. 


safe?0*** 

I hereby  certify  that  I attended  deceased  f/o  2L %/L  A./. 19  *>/,  to..  S '/zs~ 

IA  alive  on  the  AS  day  of  19* 


19 that  I last  saw alive  on  the Jr* day  of. 


..died  on  the A.S. day  of.  19+p,  about . Me  o’clock 


that.. 

AyMr^or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of., 
was  as  follows : /’>/'  * 

(SoJll 


iA.... 


death 


Disease 


I 


Duration 


Chief  cause, . 

Contributing  cause, 

Chief  Cause, 

Contributing  cause,.. 

(T  „ ✓ 

...  M.  D. 

Fit ' PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  t6>4e  THE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

t Dropsy. 
Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Infantile  asthenia.  See  "Asthenia.”  The  term  "infantile”  adds  no  precii 
to  an  indefinite  statement. 


Name  disease  causing  ascites.  See  "Dropsy." 


Infantile  atrophy.  See  "Atrophy." 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation.  What  disease  caused  the  malassimilation? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement.  See 
What  was  the  cause? 


“Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 


Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


What  disease  caused  the  "marasmus”  ? Was  it  dui 
tuberculosis,  syphilis,  or  cholera  infantum?  S 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  w 
exactly  in  this  form  Did  it  follow  scarlet  fever,  pi 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  mening 
Was  it  tuberculous  meningitis? 

W as  it’acute  or  chronic  ? If  acute,  occurring  in  the  coi 
of  some  disease,  name  the  disease  causing  death. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar-, 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Old  age. 


This  is  not  a satisfactory  return.  The  influence  of  a{ 
shown  by  the  statement  of  age  in  years,  months, 
days.  To  this  the  statement  of  " old  age  ” as  a caus 
death  adds  nothing  of  value.  Name  the  diseas< 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions”  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  " Idiopathic  p 

tonitis”  should  be  rarely  returned.  Was  it  puerp 
or  traumatic?  In  the  latter  case,  state  mode  of  inji 

Pernicious  anemia.  II  any  definite  cause  can  be  assigned  for  the  anemia 
should  be  reported.  Anemia  due  to  tuberculosis,  sj 
ilis,  etc.,  should  be  returned  under  the  primary  dise 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  the  teething  child  ? 
"Dentition”  is  not  a proper  cause  of  death,  and,  like 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  "dropsy”  occurred. 

Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “Congestion  of  lungs.” 


A worthless  return.  Was  it  acute  gastritis  (?).  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  “general 
paralysis”  should  be  avoided.  "General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  "heart  failure”?  The  heart 
always  "fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Pneumonia.  Specify  definitely  whether  broncho-pneumonia  or  lol 

pneumonia.  If  sequel  to  influenza,  state  that  fact 

Pyemia.  What  caused  the  pyemia?  Was  it  puerperal  or  t; 

matic?  If  traumatic,  state  nature  of  accident  cau 
injury. 


Senile  asthenia. 

Senile  atrophy. 

Senile  decay. 
Senile  decline. 

Senile  marasmus. 

Shock. 

Surgical 
operation. 
Surgical  shock. 

Teething. 

Toxemia. 


See  “Old  age” 
death. 

See  “Old  age” 
death. 

See  “ Old  age.” 

See  "Old age.” 
decline. 


and  “Asthenia.” 
and  "Atrophy.” 


Give  disease  cam 
State  disease  cau 


State  disease  causing  death. 

Name  the  disease,  if  any,  that  caused 


See  "Old  age”  and  "Marasmus.”  Name  disease  cau 
death. 

What  caused  the  shock?  If  from  injury,  state  natui 
accident.  If  from  surgical  operation,  state  diseas 
injury  requiring  the  operation. 

Always  state  the  disease  or  injury  requiring  opera! 
Unless  the  operation  was  improper  or  unskilfully 
formed,  it  should  not  be  given  as  the  primary  caui 
death. 

Name  the  disease  affecting  the  teething  child.  See  " 1 
tition.” 

Was  this  acute  or  chronic  poisoning  due  to  some  exte 
agent?  _ Was  it  auto-intoxication,  due  to  poisons 
erated  in  the  body  by  disease?  if  so,  state  the  n 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmoi 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


Tumor. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  nol 
to  specify  organ  or  part  of  body  affected. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 

This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Typhoid  condition. 


Avoid  this  term  as  it  b likely  to  be  mbtaken  for  typ 
fever. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  the  primary  dbease  typhoid  fever  or  pneumonia! 


Was  it  typhoid  fever?  Was  it  malarial  fever?  A 
ture  of  these  dbeases  rarely  occurs,  the  great  maj( 
of  cases  of  so-called  “typho-malarial  fever ’’[being  r 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

Registered  No. 


STATISTICAL  DETAILS 


SEX 


A/ 


COLOR 

W 


SINGLE,  'MARRttO, 

Wt-BOWED|--OR 

OlVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPl  ACE  + 


l/fj 




V 


NAME  OF 
FATHER 


/) 


BIRTHPLACE 
OF  FATHERt 


\V~u 


MAIDEN  NAME 
OF  MOTHER 

^ ^ -- ' 


■/£,  7 a.  ('■ 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALII 

/4-^V  fj '■LA'lV 

undertaker 


DATE  OF  BURIAL 

_ '2$ 190  .2r. 


ADDRESS 


_L.  m 


TIIYSTCI A X’ S CERTIFICATE 


I HEREBYpERTIFY  that  I attended  deceased  during  last 

illness,  fromAA/^^  > Z£....  I90^..to  ..  190  .^*.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


.(duration) DAYS 


Contributory : 


«..<£^L*CA ! 


non).. 




yf  AAy  • 

.190  /^^ddress) 


(Signed) M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  ot  Death? 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Days 


Filed 


190 


Cler 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  o 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country ) also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 


/ 


ALL  NAMES  TO  BE  IN 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME...^ 
Place  of  Death  *. 
Date  of  Death 


RETURN  OF  A DEATH 


months 


days 


t -i 

: s 

; u. 
■ 
i 


STATISTICAL  DETAILS 


SEX 


% 


COLOR 


isu 


SINOhC,  MARRIED, 
WD8W6B|  OR 
DIVORCE  D 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPlACEt  ^ 

NAME  OF 


BIRTHPLACE 
OF  FATHER  t 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER  t 

<7 

OCCUPATION 


INFORMANT  5 


QJ  - 


PLACE  OF  BURIAL  OR  REMOVAL. 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  - ^ 190!?..  toCO^yf...^ 190.^..., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

r ; ,A-*r 


ie 


Primary 


(Signed)..  


M.D. 


(Address)  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents.  *• 


Former  or  How  long  at 

Usual  Residence Place  of  Death  7 


How  long  at 


Days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


190 


Clerk 


(Sr^/....{st 190^ 

'UNDERTAKER  j ADDRESS 


* City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI-  . 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known, 

$ Name  and  address  of  person  giving  statistical  details. 

I Name  of  cemetery. 


/o 


62^ 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


PLACES  OF  BURIAL  OR  REMOVAL  II 

n^4rt 


DATE  OF.  BURIAL 


UNDERTAKER 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness, from 

st  or  my  km 


190?.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

Primary : 


...  I duration;  DAYS 

(Signed)..  M.D. 

1 9^J3tL(  Add  ress)....$. . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 

State  or  country)  also  city,  town  or  county,  If  known. 

’§  Name  and  address  of  person  giving  statistical  details. 

’]  Name  of  cemetory. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


Place  of  Death  — 

OLgZL 


RETURN  OF  A DEATH 

. rjff^rrrr. 


Registered  No. 


Date  of  Death 


Age 


years  ...m. " ...months  . 


days 


STATISTICAL  DETAILS 


SEX 


COLOR 


£. 


IAS 


SINObC,  MARRIED, 
WIOOWE-OpXLH 

DtVORCEXI 


MAIDEN  NAME 


HUSBAND’S  NAME  t 


BIRTHPl  ACE  t 


OCCUPATION 


INFORMANT  § 


Jtf. 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


190.^. 

ADDRESS 


iSt 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from ~. 190 to - 190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  

^^e-oo/LvcC,  cJLy  oJc\ 


.(duration) DAYS 


Contributory: 


(duration) DAYS 

(Signed)..  M.D. 

...(P.Us...Q?.C. 190  5^  . (Address)  . . . (.<& -A/X, 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  How  long  at 

Usual  Residence Place  of  Death  7 Days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


190 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country ; also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


(LLc/p'  / o ''C  ? 


[ 1 -’09-37 -XXX  M.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Name  in  full, 


Date  of  Death, Q.ct ...  .1.1, 1909. 

William  B.  Gardner 


.19... 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Mala Color,  ....White Condition,  ..Married.. 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


(State  year,  month  and  day.) 


Age, .71 Years,  II Months,. .24 Days.  Occupation, Retired 

Residence, * 4 Pleasant  ...Street,.  Winthrop# TVdrd, 

Place  of  Death, 4 . Pleasant ....StrQfit.,...I^thrpp., 

Place  of  Birth, .Medfhrd., Mass.;. Date  of  Birth,. .S)._ pt  . IB,  _ _I837 

Name  and  Birthplace  1 J p se  ph  Gardne  r-  - - - - - - - - - 
of  Father,  J 

Maiden  Name  and  l Ruth  . ..J  eh-dl.n.6-.-  - - - - — - - S.citu  at  e , .Mas  s : 

Birthplace  of  Mother,  ) 

Place  of  Interment, Ipodlam..Gemet 

* If  an  institution,  state  how  long  an  inmate  and  previous  residence. 

(/  Undertaker . 

PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Bosfon,....  /x. : 

Name  and  Age 


Of  Deceased,  I /•  'Iff. a.***. ' /if.  £*  * Age,  ,.,/Z ...years,^ 

( <C- 19af , tojlff:./01' 


I hereby  certify  that  I attended  deceased  from..  ..UV0....Fr 19g/f 

19  fif,  that  I last  saw m. alive  on  the ./(?.... day  of ^Y../^7r.^YN>.. 

r hat died  on  the day  of 190 f , about  . J o’clock 

y- 

or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of ?.. death 

vas  as  follows:  / «. 

( Chief  cause, 

^sease>- ^ 

— •• 

Duration  { N S 

t Contributing  cause,  Alrr.:'... 

M.  D. 

PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 

r 

21 


( Contributing  cause,  ./fed-*? 
j Chief  Cause, 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia.  ... 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  “Dropsy. 


Infantile  asthenia. 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 


‘of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
Was  it  a case  of  overlying  (child)  t 


^Vhat  disease  caused  this  condition  ? 


l practically  worthless  statement.  See  “Debility.” 
What  was  the  cause? 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied  ? 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cs 


s cause?  Was  it 


puerperal  ? 

Was  this  not  pulmonary  tuberculosis? 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions"  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


What  caused  the  debility?  Name  the  acute  or  clonic 
dfsease.  Debility  might  follow,  typhoid  fever.  diph- 
theria,  tuberculosis,  Bright  s disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


What  was  the  disease  causing  death  of  *he  teethmg  child  ? 
“Dentition”  is  not  a proper  cause  of  death,  and,  liae 
“infantile”  and  “old  age,"  does  little  except  to  mark 
the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  “dropsy”  occurred. 

Was  there  organic  disease  of  the  stomach  or  other  org 
If  so,  name  the  disease  causing  deatn. 

Give  cause  of  convulsions.  Were  they  puerperal? 


Give  cause.  See  “ Congestion  of  lungs. 


L worthless  return.  Was  it  acute  gastritis  (q  v ) or  SOme 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Tf  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  general 
paralysi”  should  be  avoided.  “General  paralysis 
should  be  written  only  for  “ general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  t 
fact  of  insanity  should  always  be  included. 


What  disease  caused  the  "heart  failure”?  The  heart 
a 1 wavs  “fails”  before  death  from  any  cause.  Be  par 
ticularlv  careful  that  deaths  from  diphtheria,  tubercu- 
S,  etc.,  are  not  so  reported  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Vas  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fa  . 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutntmn.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


See  “ Asthenia.”  The  term  “ infantile"  adds  no  prec: 
to  an  indefinite  statement. 


Infantile  atrophy.  See  “Atrophy.” 


Malassimilation.  What  disease  caused  the  malassimilation ? 


Malnutrition. 

Marasmus. 


Meningitis. 


Nephritis. 


Old  age. 


Peritonitis. 


Pneumonia. 

Pyemia. 


Senile  asthenia. 
Senile  atrophy. 
Senile  decay. 


Senile  decline. 
Senile  marasmus. 
Shock. 


Surgical 
operation. 
Surgical  shock. 


Teething. 

Toxemia. 


What  disease  caused  the  malnutrition? 


What  disease  caused  the  "marasmus”  ? Was  it  di 
tuberculosis,  syphilis,  or  cholera  infantum?  . 
fully,  as  this  return  in  itself  is  practically  worthies 
compilation. 


Was  it  epidemic  cerebro-spinal  meningitis?  If  so, 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  i 
monia,  or  some  acute  infection?  If  so,  name  th< 
mary  disease.  Was  it  traumatic?  If  so,  stab 
nature  of  the  violence  which  caused  the  memo 
Was  it  tuberculous  meningitis?  « 


Was  it  acute  or  chronic?  If  acute,  occurring  in  the  c 
of  some  disease,  name  the  disease  causing  death. 


This  is  not  a satisfactory  return.  The  influence  of  t 
shown  by  the  statement  of  age  in  years,  months 
days.  To  this  the  statement  of  “old  age”  as  a cai 
death  adds  nothing  of  value.  Name  the  disea 
which  the  old  person  succumbed. 


Pernicious  anemia. 


This  is  a Darticularly  pernicious  term  and  is  responsible 
'for 'a  multitude  of  worthless  certificates  It  sounds  as 
if  it  meant  something  definite,  but,  m the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  it 
inability  to  take  food,  state  cause. 


Typhoid 

pneumonia. 


Typho-malarial 

fever. 


What  was  the  cause  of  the  peritonitis  ? Idiopathic 
tonitis”  should  be  rarely  returned.  Was  it  puei 
or  traumatic?  In  the  latter  case,  state  mode  of  u 


If  any  definite  cause  can  be  assigned  for  the  anen 
should  be  reported.  Anemia  due  to  tuberculosis, 
ilia,  etc.,  should  be  returned  under  the  primary  di 


Specify  definitely  whether  broncho-pneumonia  or 
pneumonia.  If  sequel  to  influenza,  state  that  f£ 


What  caused  the  pyemia?  Was  it  puerperal  or 
matic?  If  traumatic,  state  nature  of  accident  Ci 
injury. 


See  “Old  age”  and  “Asthenia.”  Give  disease  Ci 
death. 


See  “Old  age”  and  “Atrophy.”  State  disease  c: 
death. 


See  “ Old  age.”  State  disease  causing  death. 


See  “Old  age.”  Name  the  disease,  if  any,  that  caqs 
decline. 


See  “Old  age”  and  "Marasmus.”  Name  disease  c 
death. 


What  caused  the  shock?  If  from  injury,  state  nai 
accident.  If  from  surgical  operation,  state  disc 
injury  requiring  the  operation. 


Always  state  the  disease  or  injury  requiring  ope 
Unless  the  operation  was  improper  or  unskilful 


UUitJaa  w-ie  upcuiviuu  — . 

formed,  it  should  not  be  given  as  the  primary  ci 
death. 


Name  the  disease  affecting  the  teething  child.  See 
tition.” 


Was  this  acute  or  chronic  poisoning  due  to  some  e: 
atrent?  Was  it  auto-intoxication,  due  to  poisoi 
erated  in  the  body  by  disease?  If  so,  state  the 
of  the  disease. 


Tuberculosis. 

Tumor. 

Typhoid  condition. 


State  organ  affected.  Do  not  fail  to  state  as  pulr 
tuberculosis  if  lungs  were  affected. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  : 
to  specify  organ  or  part  of  body  affected. 


Avoid  this  term  as  it  is  likely  to  be  mistaken  for  t 
fever. 


Was  the  primary  disease  typhoid  fever  or  pneumon 


Was  it  typhoid  fever?  Was  it  malarial  fever? 
ture  of  these  diseases  rarely  occurs,  the  great  rr 
of  cases  of  so-called  “ typho-malarial  fever  bein 
ing  more  nor  less  than  typhoid  fever. 


[l-’09-37-XXXM.] 


Name  in  full, 

> ..\f.Cl>tCkR 


cwi  \v\jypj-  Permit  No. 

RETURN  OF  DpATH. 

MASS. 

A 

> Bate  of  Bj^ebQb,  ...  &?///.. „ i9.o  5 

t >/. sh 


(I p married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex 


So 


Color 


Condition, 


(White,  Black,  Mixed,  Chinese, 
Indian,  etc.) 


(Single,  Married,  Widowed  or 
Divorced.) 


Age,  Years,  Months, 


Place  of  Death,. 


Daj/s.  0ccupat^^,.^f^cA^.^....^^^..Cs^.^6^ 

\L,  --  ^ ‘ - y /7c, 


Residence,  * '7/fcJ.. 

(2l/c/... fl  .1.. 1. 

^ (S^ate  year,  month  and  day.) 

Place  of  Birth,. 


Name  and  Birthplace 
of  Father, 

Maiden  Name  and 
Birthplace  of  Mother, 

Place  of  Interment, 

* If  an  institution,  state  how  long  an  inmate  ai 


Bate  of  Birth, 

,-^^yIL-s.o.  o^. 

£. 

>7C;vw  OCvvi - "o. 


JUaJ 


Undertaker, 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston, (Skky. SIX 19.0 ^j.. 

*7ia:LT } ^ 

/ hereby  certify  that  I attended  deceased  from 19^  , to 

19  0 


19 </*\,  that  I last  saw.  .. alive  on  the....^UffJSy^. day  of S4L^......-^ 19  Oj 

that  died  on  the day  of 19  Q°),  about o’clock 

A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of.....YC~^>. death 


was  as  follows: 

j Chief  cause,. 


Gxa>c 


Disease 


■1- 


LljOJL-5 


Contributing  cause,. 


Chief  Cause, 


y ctua. 


Duration 


Contributing  cause, 


L & 


V3T'  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TQ  SEE  TH 


CL kjuLyiA. 

IE  OTM£R  ! 


M.  D. 

SIDE  OF  THIS  BLANK. 


list  of  indefinite  terms  which  should  be  avoided 

IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 
Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 

Convulsions. 

Debility. 

Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis, 

Heart  failure. 

Hemorrhage  of 
lungs. 

Hypostatic 

congestion. 

Imperfect 

nutrition. 

Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 


Name  disease  causing  ascites.  See  "Dropsy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisono^  vapors  give 
particulars.  Was  it  a . case  of  ‘ overlying  (child)  f 

What  disease  caused  this  condition  t 


A practically  worthless  statement. 
What  was  the  cause? 


See  "Debility.” 


Infantile  asthenia. 


See  “ Asthenia.”  The  term  “ infantile”  adds  no  precision 
to  an  indefinite  statement. 


Infantile  atrophy. 


Malassimilation. 

Malnutrition. 

Marasmus. 


See  "Atrophy.” 

What  disease  caused  the  malassimilation  ? 
What  disease  caused  the  malnutrition? 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phS)?  fc  it  syphilis?  What  organ  or  part 

atrophied? 


Do  vou  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  w£at  was  the  cause?  Was  it 
puerperal? 


Was  this  not  pulmonary  tuberculosis? 


or  hypostatic  con6..tio«t  « so,  .»■  ■!»•*«  c.ustog 

the  condition. 


Meningitis. 


What  disease  caused  the  “ marasmus  ? Was  it  due  to 
tuberculosis,  syphilis,  or  cholera  infantum?  State 
fully,  as  this  return  in  itself  is  practically  worthless  toi 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  writ< 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pneu 
monia,  or  some  acute  infection?  If  so,  name  the  pn 
mary  disease.  Was  it  traumatic?  If  so.  state  thi 
nature  of  the  violence  which  caused  the  meningitis 
Was  it  tuberculous  meningitis? 


Nephritis. 


Was  it  acute  or  chronic  ? If  acute,  occurring  in  the  cours 
of  some  disease,  name  the  disease  causing  deatn. 


Old  age. 


What  caused  the  convulsions?  Were  they  epileptic, 
nuerneral  or  caused  by  diarrhea  or  enteritis  (infante)? 
Same  the  disease  in  which  the  convulsions  occurred 
“ Convulsions  ” are  mere  symptoms  and  should  not  De 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


W^UreD^litd;bS  folio™6  tVhpVoidUVver6Xt 

other1'  causes”1  xlie  is  "worthiest  and  shouhU^,. 

never  be  made. 


This  is  not  a satisfactory  return.  The  influence  of  age  1 
shown  by  the  statement  of  age  in  years,  months,  am 
da  vs.  To  this  the  statement  of  “old  age  as  a cause  a 
death  adds  nothing  of  value.  Name  the  disease  t 
which  the  old  person  succumbed. 


Peritonitis. 


What  was  the  cause  of  the  peritonitis  ? Idiopathic  per 
tonitis"  should  be  rarely  returned.  Was  it  puerper 
or  traumatic?  In  the  latter  case,  state  mode  of  injur; 


Pernicious  anemia. 


If  any  definite  cause  can  be  assigned  for  the  anemia, 
should  be  reported.  Anemia  due  to  tuberculosis,  sypl 
ilis,  etc.,  should  be  returned  under  the  primary  diseas 


Pneumonia. 


Specify  definitely  whether  broncho-pneumonia  or  loba 
pneumonia.  If  sequel  to  influenza,  state  that  fact. 


■saKssffifiassss 

the  approximate  age  of  decedents. 


Name  the  disease  in  which  the  "dropsy"  occurred. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 


What  caused  the  pyemia?  Was  it  puerperal  or  tra 
matic?  If  traumatic,  state  nature  of  accident  causn 
injury. 


Give  cause  of  convulsions.  Were  they  puerperal? 
Give  cause.  See  “ Congestion  of  lungs.” 


A worthless  return.  Was  it  acute  gastritis  (q.  v .)  °r  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc. 


fact  of  insanity  should  always  be  included. 


disease  caused  the  “heart  failure  ? The  heart 
is  meant  it  should  be  so  stated. 


ias  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates  It  spunds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition  ? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
irvaHilit.v  t,o  take  food,  state  cause. 


Senile  asthenia. 

See  “Old  age”  and  “Asthenia.”  Give  disease  causi 
death. 

Senile  atrophy. 

See  “Old  age”  and  “Atrophy.”  State  disease  causi 
death. 

Senile  decay. 

See  “ Old  age.”  State  disease  causing  death. 

Senile  decline. 

See  “ Old  age.”  Name  the  disease,  if  any,  that  caused 
decline. 

Senile  marasmus. 

See  “ Old  age  ” and  “ Marasmus.”  Name  disease  caus 
death. 

Shock. 

What  caused  the  shock?  If  from  injury,  state  nature 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 

Surgical 
operation. 
Surgical  shock. 

Always  state  the  disease  or  injury  re^uirin£j?P<;[yt] 
Unless  the  operation  was  improper  or  unskilfully  I 
► formed,  it  should  not  be  given  as  the  primary  cause 

1 death. 

Teething. 

Name  the  disease  affecting  the  teething  child.  See  " D 
tition.” 

Toxemia. 

Was  this  acute  or  chronic  poisoning  due  to  some  exter 
VV  agent?  Was  it  auto-intoxication,  due  to  poisons  ? 
erated  in  the  body  by  disease?  If  so,  state  the  m 
of  the  disease. 

Tuberculosis. 

State  organ  affected.  Do  not  fail  to  state  as  pulmon 
tuberculosis  if  lungs  were  affected. 

Tumor. 

Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 

Typhoid  condition.  Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typl 
fever. 

Typhoid 

pneumonia. 

Typho-malarial 

fever. 

Was  the  primary  disease  typhoid  fever  or  pneumonia? 

Was  it  tvphoid  fever?  Was  it  malarial  fever?  A 
ture  o/these  diseases  rarely  occurs  the  great  majc 
of  cases  of  so-called  "typho-malarial  fever  being  n 
ing  more  nor  less  than  typhoid  fever. 
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Date  of  Death 
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STATISTICAL  DETAILS 


SEX 
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OF  FATHER! 
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a- c i 
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MAIDEN  NAME 
OF  MOTHER 
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BIRTHPLACE 
OF  MOTHER! 


I ( 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

I'lfT'",  /fi cd.'S'f 

DATE  OF  BURIAL 

iso? 

UNDERTAKER 

JIJiArf,  J . \ 

ADDRESS 

/ 2 o ft  O^Aa-  dr  . 

Z, 

TUYSICIAX’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from  /y**^  190  7 to  . 0~dt...3r'.Y 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Tht. 


Primary: 


Contributory: 


, \ (A^t- 

(.duration; (.1.  DAYS 


.(hdf.jb'ddd...  190  ^(Address) 


A i- 

duration; DAYS 


(Signed) M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

..  . 


How  long 


Usual  Residence l'^'A.Cf..hZZ}r.d Place  of°D"eath7 Days 

Where  was  disease  contracted, 

if  not  at  place  of  death? 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  in  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country;  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


• fj  2 


Cc^yf-  ^ f 0 J 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


( CITY  OR 


FFJV.) 


%X\..8Mr.X5. rao 'i 


MAIDEN  NAMEt 
HUSBAND’S  NAME 


*y/?« 


BIRTHPLACE  ^ 
OF  FATHER  t ,/  J 


MAIDEN  NAME 
OF  MOTHER 


/c7  A 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVALlI 


UNDERTAKER  \ 


(VtMAAvv* 


DATE  OF  BURIAL 


...C 190.X. 


ADDRESS 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from 190  ..^?.to 190 ... 


that  to  the  best  of  my  knowledge  afid  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

I CuX 


Primary: 


ljv>u) 

.......... 

Contributory: 


.(duration) DAY8 


(DURATION) DAYS 


(Signed) 

. 190.. ^.(Address).. 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


(su^  i-f 


[4-’07-37-]jM.] 


Permit  No. 

RETURN  OF  DEATH. 

BO  or  Of  v,  MASS. 


Name  in  full, 


190 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, 

Age,  Jf 

Years,  // 


Condition,. 

(White,  Black,  Mixed,  Chinese,  . (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorce ' ~ 


Years,  z/  Months, ^ Dcuyp.  Occupation/; 

,*  Ward, 


Residence 

Place  of  Death, 


Place  of  Bi rthfZ^^f:  Z'^.  •—<->,  Date  of  Birth,  / y 


Name  and  Birthplace  ) 
of  Father,  \/ 

Maiden  Name  and 
Birthplace  of  Mothe 

Place  of  Interment, 


Undertaker. 


Name 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Boston,....  hdJA 190.  f . 

of  hffff } ll  lr^rny1J'T^,  4fe,  ^ ? years. 

I hereby  certify  that  I. attended  deceased  from ZZ  a> 190  *? , to  fY'Z / 6 

190^,  that  I last  saw  ^rVK-> alive  on  the  /<5 day  of  /W 

that.  C- died  on  the  ■ ^ day  of  190*1,  about  *^.o’ 


190 ?, 
clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of 
was  as  follows : 

| Chief  cause, 


death. 


£ 


Disease 


| Contributing  cause, 

Chief  Cause,  l . / 


f Chit 

i r\ n ^ 


Duration  \ 

( Contributing  cause, 


• I f an  Institution,  state  how  long  an  inmate  and  previous  residence. 


M.  D. 


mis  IS  A PERMANENT  RECORD 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME.. 

Place  of 
Death 


RETURN  OF  A , DEATH 


<7 


(CITY  OR  TOWN.) 

Registered  No. 


•1 SJJ- & TJ\ &*>. -so? 

Age LL 


Residence  ...... t:. ,/T7. Age. 


.years.. 


d . . -Z  c/  . 
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3 

lb 


Hi 

ca 


o 
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U) 

ui 

I 2 

i* 

5 3 


STATISTICAL  DETAILS 


SEX 

COLOR 

C. 

SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  fy* 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

BIRTHPLACE* 

^2^,  -Y 

NAME  OF 
FATHER  / 

/ 

BIRTHPLACE 
OF  FATHER* 

-•'Y 

MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


Z 


UNDERTAKER 


c/zZ 


DATE  OF  BURIAL 


190. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  -I'b \20^J...\o./lz.^ZVZ/.P. 190  ^ 


that  to  the  best  of  Wiy  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


(Signed).. 

fytrv 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transient 
or  Recent  Residents. 


s,  Institutions,  Transient?, 


How  long  at 

Place  of  Death? years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country)  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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(CITY  OR  TO  fr2f.) 
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RETURN  OF  A DEATH 
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Residence  * * * §.* Age "J'....^7. years- months rT<C w? days 


STATISTICAL  DETAILS 
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DIVORCED 
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BIRTHPLACE 
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Jr 

MAIDEN  NAME 

BIRTHPLACE  ‘ 

OF  MOTHER  I 

C\ 
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OCCUPATION  ? /?  / y 

INFORMANT  § X X 

7f  <y^y<y^yL'yy{ 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

0\ 

jlyh. /...yy.  i9o^..... 

UNDERTAKER 

ADDRESS 

(zsirCAxy?  fZu£^C-iC> 

PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from/". ft**.  I90^?.to  190  j 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary 


Contributory 


.(duration) DAYS 

GLtuJZ.  ■ 


(Signed) 


t 

190  ^..(Address) ^r. 

<■ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,^ 
or  Recent  Residents, 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 

t In  case  of  married  or  divorced  woman,  or  widow, 

t State  or  country  i also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


//  / 


/ ' 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


» ’ RETURN  OF  A DEATH 

FULL  NAME  ..  Registered  No. 


(CITY  OR  TOWN.) 


Place  of 
Death 


Residence 


D£«l.?z^..Zl. ,90 
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z 


\J~2 


months. ..r  ^rr-.-C ..days 


STATISTICAL  DETAILS 


SE^-, 


COLOR 


SINGLE,  MARRIED,/ — . 
WIDOWED,  OR  / 


DIVORCED 


.^AIDEN  NAMEt 

HUSBAND’S  NAMET 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


A 


z: 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


MU  I rltn  + f [/ 


OCCUPATION 


INFORMANTS 


<fo< 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


-^...Z/.....190  f.. 


UNDERTAKER 


d ZL  /tZc^- 


ADDRESS 


Z//iy 


PHYSICIAN’S  CERTIFICATE 


! HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from u2a..... .-..  I9o5^to  ...^/Z^.../^. 190  £ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  ante  thAt  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


iS-KlZ'C. 

.(duration) DAYS 


.//ZZ.^L.  l90.^.(Address)-^.-^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death! years months days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hosp:tal  oi 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  if  known. 

'§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


"7 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


//^^ETURN  OF  A DEATH  ( CITY  OR  TO  tl'X.)  ^ 

FULL  NAME Registered  No. 

°!  s ^ ^ ,90  ? 

.CE^.  .^Zr^ZCT. ^^...  Age years months... days 


Place 

Death 


Residence 


STATISTICAL  DETAILS 


SEX 


COLOR 
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WIDOWED,  OF~^ 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


'z/,.  // 


MAIDEN  NAME  ^ ^ * 

OF  MOTHER  ^ ^ 


BIRTHPLACE 
OF  MOT 


HER  » , 'V 2^" C 


OCCUPATION 


INFORMANT  5 


"5  ^ ‘ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


190 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 

illness,  from . 190. ^..to |90.^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE_^>F  DEATH  was  as  follows: 

Primary:  UJil-y^ I «-v 


.(DURATiON) DAYS 


Contributory : 


. (duration) DAYS 


(Signed) %&. M . D. 

..../l^...^r./?....l90S..(Address). i 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? J 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


tfX 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  Death  *. 
Date  of  Death 


RETURN  OF  A DEATH 
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<z? 


Registered  No. 
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STATISTICAL  DUTAILS 

SEX  r — " 
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MARRIED, 
WIDOWED,  Oft 

MAIDEN  NAMEt 

HUSBAND’S  - 

BIRTHPl  ACE  t 
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1 

BIRTHPLACE 
OF  FATHER* 

II 

l MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER* 

WC- 

OCCUPATION 


INFORMANT  § 


'AtfUi  AAA. 


PLACE  OF  BURIAL  OR  REMOVALII 
UNDERTAKER  S 

Z (lZ/Ls. 


UA^_ 

y 


date  of  burial 


/■0  .y.-A-- 190  &■■ 


ADORESS 


0 Ajr 


PHYSICIAN'S  CUlt  TIUICA  TU 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  190  to  190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


(Signed). 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients,) 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  of  Death  7 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Days 


Filed 


190 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  “Special  Information."  If  In  a Hospital  or  | 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

J State  or  country  | also  city,  town  or  county,  If  known. 

5 Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


n* 


* # 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 
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^ RETURN  OF  A DEATH 

! FULL  NAME.. . %?. Registered  No 

Place  of  Deathr  • 'l.r  'VZ •*'  -< 

Date  of  Death ^0. . Age years months days 

STATISTICAL  DETAILS 

PHYSICIAN’ S CERTIFICATE 

SEX  - COLOR  ShNOtEy  hLARRhEtt, 

/ / WIDOWED,  e» 

V/  4 & EHVOROEO- 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last 

illness,  from . 2-'J~  190  ^ to  . ScQz<<^.-..,...  ^ 190^. , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary: 

MAIDEN  NAMEt 

HUSBAND’S  - 

BIRTH  PI  ACE  * 

FATHER  'i 

Contributory:  

BIRTHPLACE 

OF  FATHER*  ✓"? 

(Signed) - 'rft.  J/?.,  S M.D. 

1 

MAIDEN  NAME 

! OF  MOTHER  (/  /T  * 

. r.  r^*  190%.  (Address) 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  How  long  at 

Usual  Residence Place  orDeath? Days 

Where  was  disease  contracted. 

If  not  at  place  of  death? 

BIRTHPLACE 
i OF  MOTHER* 

OCCUPATION 

(^/  

INFORMANT  h 

Filed 

190 

Clerk 

PLACE  OF  BURIAL  OR  REMOVALII  DATE  OF  BURIAL 

CHoti^  /.^..T.../^7r. 190.^. 

* City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country)  also  city,  town  or  county,  If  known. 
i Name  and  address  of  person  giving  statistical  details. 
n II  Name  of  cemetery. 

UNDERTAKER  /?  ADDRESS 

|9^-,  (l,  wAdATOls 

av  - ~ 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME.., 

Place  of  Death  * 
Date  of  Death 


RETURN  OF  A DEATH 


Registered  No. 


Age. 


< years T.i 71 months  . . ..." ,T7 days 


STATISTICAL  DETAILS 


SEX 


A 

3sl 


COLOR 


SINGLE,  MATIRtfiO, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBANO’S  NAME  t 


PHYSICIAN'S  CERTIFICATE 


I HEREBY,  CERTIFY  that  I attended  deceased  ^during  last 
illness,  from  ./**?•. C £ I90f  ..  to  190  ^ , 


BIRTHPl  ACE  + 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  abqve,  aiy)  that  the  CAUSE  OF  DE£TH  was  as  follows : 


Primary: 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  5 


ed  deceaset 

/d<- 1 

ef  death  oc 
■ DE£TH  w 


ion).. 


'I— 


Contributory : 


(Signed) ^ >..... r./Trt-f^....r^Ty. J. M,D. 

i/,190  > (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transionts, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence Place  or  Death  7 


How  long  at 


Days 


Where  was  disease  contracted, 
If  not  at  place  of  death?  ... 


Filed 


190 


Clerk 


PLACE  OF  BURIAL  OR  REMOVAL!) 


date  OF  burial  • City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI-  J 

DENCE,  give  facts  called  for  under  "Special  Information,”  If  In  a Hospital  or 

/ / /?  , , j //.  s ft  / O i Institution,  give  Its  NAME  instead  of  street  and  number. 

i9o^..  t ln  cas#  of  ma/rlfd  or  divnrced  womani  or  widow. 

~ ADDRESS  t State  or  countryi  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

ll  IIW,meof“m,t6ry' 


UNDERTAKER 


/ o 


COMMONWEALTH  OF  MASSACHUSETTS. 

CITY  OF 

RETURN  OF  A DEATH-1909.  BOSTON. 

FULL  NAME ^ra^.ln.e..r Registered  No. .3.9.^.^. 

Place  of  Death)  Boston  Infants  IrlOSpt. 

and  Residence  S ■' 

Date  of  Death Dec. .10 1909.  Age years i months days. 


STATISTICAL  DETAILS. 

PHYSICIAN’S  CERTIFICATE. 

SEX  COLOR  SINGLE,  MARRIED,  W1D.,  DIV. 

M w ! s 

1 HEREBY  CERTIFY  that  1 attended  deceased  during  last  illness, 
from 1909,  to  1909 

Maiden  Name -s*. — 

XJl 

Husband’s  Name 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Soina  Bifida  - congenital 

Birthplace  Win^.h?:.9P 

(IhiwttHM  * 

fWo 



\ CK5KB 

cf.Tf.  Thomas  Trainer 

KNIA  2fl[  / 

rA^  i/J  j 

E.  Beaton 

Contributory  : ) 

ofaMoth2rame  Annie  .K.Urphy. 

(Duration)  ( 

of  Mother. Wil?th?.°P 

/c.  J S Stone  un 

(Signed) M.D. 

DeC  • 10  1909 

SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 

Residents. 

Place  of  Burial  Malden "Holy  Cross11 

Usual  Residunce  IM^Pl?.??  air  ley  8t  ) 

Undertaker O 

Filed  ^ 1 909. 

Registrar. 

THIS  IS  A PERMANENT  RECORD 


-J 

3 

U. 


Ui 

m 


o 


V) 

U 

I s 

tt  < 


i * 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 


FULL  NAME  Registered  No. 


*J2. .^1 rr  J ' 


.190  t 


..years.. 


months days 


STATISTICAL  DETAILS 


SEX 


3 E.  A /■  " 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTH  PLACE  t 


NAME  OF 
FATHE 


BIRTHPLACE 
OF  FATHER! 


3 


MAIDEN  NAME 
OF  MOTHER 


Wt.  ^ 


BIRTHPLACE 


OF  MOTHER  t 

/ t 


~X 


OCCUPATION 


lT. 


informant! 


'77 


PLACE  OF  BURIAL  OR  REMOVAL  II 


... 


UNDERTAKER 


DATE  OF  BURIAL 

*4^  *_  ' v' 


190  . 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last 
illness,  from  ..? 190,?. .to  ....'^hr.^/.../...P....l90.&. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 

3 ; - ‘rrT^^I  .^-^-feVr 


Primary: 


> 


. (duration) DAYS 


Contributory: 

c 


(duration) ^7?. DAYS 

(Signed) <. . : . /.<.  M . D. 

/..:..  I90^..4(ddress) ? 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 years months days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 


Filed 


.190. 


Clerk 


* City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information.”  If  In  a Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  if  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


/ X-  / 


\h&-<Ls  -/  3 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A DEATH 

FULL  NAME 

Place  of  Death*.. 

Date  of  Death 


Registered  No. 


JL&&Z. 


. ,tT!Err<t.. 3... Age....  <kr^. 


.years  . 


.months days 


STATISTICAL  DETAILS 


SEX 


/T 


if 


COLOR 


SIH&fc-E,  MARRIED, 

\A/  1 r\(~\  \kj  C n AD 
TV  I DU  W C tT|  vn 

DIVORCED 


MAIDEN  NAMEl  /CC£&- 
HUSBAND’S  NAMEt 


BIRTHP1  ACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
r\  c «uir»-r  ucd 


INFORMANT?  / 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


190 


UNDERTAKER 


ADDRESS 


&'  iZy-/L y f 


PHYSICIAN'S  CERTIFICATE 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  I 
illness,  from  d rl'/ZL,  190  J to  fL.Y.s^...  190^  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows:  I 


Primary: 


. (duration) DAY8 


Contributory : 


. (duration) DAYS 


(Signed) /^Sr. . ^ -tc^  ■*-<  m.D. 

/^..I90^r. (Address) r2£/AAL* 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or 
Usual  Residence 


Where  was  disease  contracted, 
If  not  at  place  of  death?  .. 


Filed 


190  ... 


Clerk 


* City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country  | also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemotery. 


J 


Si 


:-F.oc 


COMMONWEALTH  OF  MASSACHUSETTS 


\i  

RETURN  OF  A DEATH  ( CITY  OR  TOIFJt.) 

E Registered  No. 

°Deathf  \ ■■'SuUL^. I k ....190 

Residence  ...  '7.  Age fo.-.Q.™..  ....years months . days 

~ - — ■ 


FULL  NAM 
Place  of 
Death 


STATISTICAL  DETAILS 


SEX 


COLOR 

/)  /? 


SINGLE,  MARfttED, 

WLSOWfe-D,  O R 

DIVOReET r~"‘ 


MA|DEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTH  PLACE  + 


/ /A 


NAME  OF 
FATHER 


FeR 

«£*? 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


A? 


- 

BIRTHPLACE 
OF  MOTHER t 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


v&CA-  H 


DATE  OF  BURIAL 


<£<^, 


V 


190 


UNDERTAKER 


'«=***• 


ADDRESS  / 

Ac  AAA-- 


DJITSIOUPff'S  CERTIFICATE 


I HEREBY  CERTIFY  that-4-attentfgd‘J=tteoeased  dniiirglgst 
iilneos,  fruiilT liJUT.'.ta 190 ;* 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  

>&X&lAjrv\A*A*C^  

(duration) DAYS 


Contributory : 


(duration) DAYS 


( M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190. 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Namo  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery, 


FULL  NAME 

Place 
Death 


.z..: 


COMMONWEALTH  OF  MASSACHUSETTS  ^ <- 

RB¥£RE. 

RETURN  OF  A DEATH  (CITY  OR  TOWN.) 


_ _ Registered  No. Jr... 

°!  } ...  -A.:./. C ^eatlf  l - 190  <j 

Residence  / . ...^ *1 Age..  ...iZZ7. .years months  ...J). 


days 


STATISTICAL  RETAILS 


SEX 


Sfaute . 


COLOR 





SINGLE,  MARRIED, 
WIDOWED,  OR  V. 

DLVe&CfiJ? 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


L jZ'r 


NAME  OF 
FATHER 


"7 


Oxsy 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


C^CL^ry/'  L-y- 


OCCU  PATION 


(9 


INFORMANT  § 


i/ 


PLACE  OF  BURIAL  OR  REMOVAL! 

Q 


J^L 


UNDERTAKER 


1- 


\ 


| DATE  OF  BURIAL 

Wc.Cr.ltU...  . 190  . 


ADDRESS 


JL 


r ' 

ns. 


PHYSICIAN’S  CERTIFICATE 


I HEREBY,  CERTIFY  that  I attended  deceased  during  last 

illness,  from I90£..to .C$5:.  <rr. Z> 190  Z, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  aboye,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


./TzU&AJL.a. 


bpye,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Contributory: 




k 


. (duration) DAYS 


(Signed) 

(Address) ' : 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Where  was  disease  contracted, 
If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  In  a Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow, 
t State  or  country;  also  city,  town  or  county,  If  known. 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


[l.'09-3T-X5XM.] 


Permit  No. 

RETURN  OF  DEATH. 

BOSTON,  MASS. 


Date  of  Death , ^ooonDor 2£nd, 1SP2. 

Name  in  full, 9....P.... r.....f 


(If  married  or  divorced  woman  give  maiden  name,  also  name  of  husband.) 


Sex, Color, Ail-.™..:. Condition, : 

(White,  Black,  Mixed,  Chinese,  (Single,  Married,  Widowed  or 

Indian,  etc.)  Divorced.) 

Age, 28 Years,  Months, Days.  Occupation, 

Residence, * '±-.....1:. 1^2. *...1.QZ. $ .. .MrJffi .. [ass., Ward, 

Place  of  Death,. i -1=* rklit?. : .-.k.*.. ..r.A ». ...AA*A*?..*. 

(State  year,  month  and  day.) 

Place  of  Birth, ijewjia van., Date  of  Birth, AA.L1:. 

Name  and  Birthplace  ) r ' . 

of  Father,  3 

Maiden  Name  and  ) ”e’X0  7): . 

Birthplace  of  Mother,  3 

Place  of  Interment, .Js. 

♦ If  an  institution,  state  how  long  an  inmate  and  previous  residence. 


Undertaker. 


PHYSICIAN’S  CERTIFICATE  OF  THE  CAUSE  OF  DEATH. 

Eprt  Banks,  Hass.,  Deo.  £5rd, no 

Boston, 19  N; 


Name  and  Age)  -,  . , _ ,,  ,,,  , . , . , n 

'of  Deceased,  I - ' *••• Vears‘ 

Thereby  certify  that  I attended  deceased  from •r..1.J.A*..».....  1 9 , to :A00.  ‘ 


19  9,  that  I last  saw N..T alive  on  theZ ' ] day  of....::!9.9.9.:I:l*lf.x 19  , 

\that ' died  on  the day  of Deotr^poi', ...  1&  , about  L:.. .o’clock 


A.M.,  or  P.M.,  and  that,  to  the  best  of  my  knowledge  and  belief,  the  cause  of. y.... death 

was  as  follows : 

f Chief  cause, ... 

Diseased  c ...  ,r 

| Contributing  cause, '.A..... J.P.. '.3..: :.A3. fAf..n..V..*.. 


Ao rtio  I nsu f f i o i mzoy 


f Chief  Cause, 

Duration  \ -v-  „ . 

Contributing  cause, . 


.A 1 1 'Lieut. M.  D. 

|I^~  PHYSICIANS  BEFORE  STATING  CAUSE  OF  DEATH  ARE  REQUESTED  TO  SEE  THE  OTHER  SIDE  OF  THIS  BLANK. 


LIST  OF  INDEFINITE  TERMS  WHICH  SHOULD  BE  AVOIDED 
IN  GIVING  CAUSES  OF  DEATH. 


Acute  gastritis. 

Ascites. 

Asphyxia. 

Asthenia. 

Atrophy. 

Blood  poisoning. 

Chronic 

pneumonia. 

Congestion  of 
lungs. 


Convulsions. 


Debility. 


Dentition. 

Dropsy. 

Dyspepsia. 

Eclampsia. 

Edema  of  lungs. 
Gastric  fever. 

General  paralysis. 
Heart  failure. 


Hemorrhage  of 
lungs. 


Hypostatic 

congestion. 


Imperfect 

nutrition. 


Inanition. 


State  cause.  Was  it  due  to  some  irritant  poison? 
Name  disease  causing  ascites.  See  “Dropsy.” 


Infantile  asthenia.  See  ‘Asthenia.”  The  term  “infantile”  adds  no  precij 
to  an  indefinite  statement. 

Infantile  atrophy.  See  “ Atrophy.” 


How?  Was  it  accidental?  If  so,  state  fully  the  nature 
of  the  accident.  If  by  gases  or  poisonous  vapors,  give 
particulars.  Was  it  a case  of  “overlying”  (child)? 
What  disease  caused  this  condition? 


Malassimilation.  What  disease  caused  the  malassimilation  ? 

Malnutrition.  What  disease  caused  the  malnutrition? 


A practically  worthless  statement. 
What  was  the  cause? 


See  “Debility.” 


Marasmus. 


What  caused  the  atrophy?  Was  it  tuberculous  wasting 
(phthisis)?  Was  it  syphilis?  What  organ  or  part 
atrophied  ? 


Meningitis. 


Do  you  mean  septicemia,  syphilis,  or  any  other  definite 
disease?  If  septicemia,  what  was  the  cause?  Was  it 
puerperal  ? 


What  disease  caused  the  "marasmus"  ? Was  it  dui 
tuberculosis,  syphilis,  or  cholera  infantum?  Si 
fully,  as  this  return  in  itself  is  practically  worthless 
compilation. 

Was  it  epidemic  cerebro-spinal  meningitis?  If  so,  w 
exactly  in  this  form.  Did  it  follow  scarlet  fever,  pr 
monia,  or  some  acute  infection?  If  so,  name  the 
mary  disease.  Was  it  traumatic?  If  so,  state 
nature  of  the  violence  which  caused  the  mening 
Was  it  tuberculous  meningitis? 


Was  this  not  pulmonary  tuberculosis? 


Nephritis. 


V 

Old  age. 


Was  it  acute  bronchitis,  broncho-pneumonia,  or  lobar- 
pneumonia?  If  so,  state  definitely.  Was  it  passive 
or  hypostatic  congestion?  If  so,  name  disease  causing 
the  condition. 


Was  it  acute  or  chronic?  If  acute,  occurring  in  the  coi 
of  some  disease,  name  the  disease  causing  death. 

This  is  not  a satisfactory  return.  The  influence  of  ag 
shown  by  the  statement  of  age  in  years,  months,  i 
days.  To  this  the  statement  of  “ old  age  ” as  a causi 
death  adds  nothing  of  value.  Name  the  disease 
which  the  old  person  succumbed. 


What  caused  the  convulsions?  Were  they  epileptic, 
puerperal,  or  caused  by  diarrhea  or  enteritis  (infants)  ? 
Name  the  disease  in  which  the  convulsions  occurred. 
“Convulsions"  are  mere  symptoms  and  should  not  be 
given  as  equivalent  to  a proper  statement  of  cause  of 
death. 


Peritonitis.  What  was  the  cause  of  the  peritonitis?  “ Idiopathic  p 

tonitis”  should  be  rarely  returned.  Was  it  puerpi 
or  traumatic?  In  the  latter  case,  state  mode  of  injv 

Pernicious  anemia.  If  any  definite  cause  can  be  assigned  for  the  anemia 
should  be  reported.  Anemia  due  to  tuberculosis,  sy 
ilis,  etc.,  should  be  returned  under  the  primary  disei 


What  caused  the  debility?  Name  the  acute  or  chronic 
disease.  Debility  might  follow  typhoid  fever,  diph- 
theria, tuberculosis,  Bright’s  disease,  and  a host  of 
other  causes.  The  return  is  worthless  and  should 
never  be  made. 


Pneumonia. 


Pyemia. 


What  was  the  disease  causing  death  of  the  teething  child? 

“Dentition”  is  not  a proper  cause  of  death,  and,  like  Senile  asthenia, 
“infantile”  and  “old  age,”  does  little  except  to  mark 
the  approximate  age  of  decedents. 

Senile  atrophy. 

Name  the  disease  in  which  the  “dropsy”  occurred. 


Specify  definitely  whether  broncho-pneumonia  or  lol 
pneumonia.  If  sequel  to  influenza,  state  that  fact 

What  caused  the  pyemia?  Was  it  puerperal  or  tr 
matic?  If  traumatic,  state  nature  of  accident  caus 
injury. 

See  “Old  age”  and  "Asthenia.”  Give  disease  caus 
death. 


See  “Old  age”  and  "Atrophy.”  State  disease  caus 
death. 


Was  there  organic  disease  of  the  stomach  or  other  organs? 
If  so,  name  the  disease  causing  death. 

Give  cause  of  convulsions.  Were  they  puerperal? 

Give  cause.  See  “Congestion  of  lungs.” 


Senile  decay. 

See  “Old  age." 

Senile  decline. 

See  “Old  age." 

decline. 

Senile  marasmus. 

See  “Old  age” 

death. 

State  disease  causing  death. 

Name  the  disease,  if  any,  that  caused 

nd  “Marasmus.”  Name  disease  caus 


A worthless  return.  Was  it  acute  gastritis  (q.  v.)  or  some 
definite  form  of  fever,  as  typhoid,  malarial,  etc.? 


Shock. 


If  extended  paralysis  resulted  from  cerebral  hemorrhage, 
the  cause  should  be  given  and  the  expression  "general 
paralysis”  should  be  avoided.  “General  paralysis” 
should  be  written  only  for  “general  paralysis  of  the 
insane,”  or  paretic  dementia,  and  the  statement  of  the 
fact  of  insanity  should  always  be  included. 


Surgical 
operation. 
Surgical  shock. 

Teething. 


What  disease  caused  the  “heart  failure”?  The  heart 
always  “ fails”  before  death  from  any  cause.  Be  par- 
ticularly careful  that  deaths  from  diphtheria,  tubercu- 
losis, etc.,  are  not  so  reported.  If  organic  heart  disease 
is  meant  it  should  be  so  stated. 


Toxemia. 


What  caused  the  shock?  If  from  injury,  state  naturi 
accident.  If  from  surgical  operation,  state  disease 
injury  requiring  the  operation. 

Always  state  the  disease  or  injury  requiring  operati 
Unless  the  operation  was  improper  or  unskilfully  j 
formed,  it  should  not  be  given  as  the  primary  causi 
death. 


Name  the  disease  affecting  the  teething  child, 
tition.” 


See  "D 


Was  this  acute  or  chronic  poisoning  due  to  some  exter 
agent?  Was  it  auto-intoxication,  due  to  poisons  g 
era  ted  in  the  body  by  disease?  If  so,  state  the  na 
of  the  disease. 


Was  this  not  due  to  pulmonary  tuberculosis?  If  so,  the 
primary  cause  should  be  reported  without  fail. 


Tuberculosis. 


State  organ  affected.  Do  not  fail  to  state  as  pulmoi 
tuberculosis  if  lungs  were  affected. 


Name  the  disease  causing  the  passive  or  hypostatic  con- 
gestion. 


State  name  of  disease  causing  imperfect  nutrition.  Did  it 
follow  some  disease?  If  so,  give  name  of  disease. 


This  is  a particularly  pernicious  term  and  is  responsible 
for  a multitude  of  worthless  certificates.  It  sounds  as 
if  it  meant  something  definite,  but,  in  the  majority  of 
cases,  it  does  not.  What  disease  caused  the  inanition? 
Was  it  syphilis,  tuberculosis,  cholera  infantum?  If 
inability  to  take  food,  state  cause. 


Tumor. 


Typhoid  condition. 


Typhoid 

pneumonia. 

Typho-malarial 

fever. 


Was  it  a cancer?  Whether  a cancer  or  tumor,  do  not 
to  specify  organ  or  part  of  body  affected. 

Avoid  this  term  as  it  is  likely  to  be  mistaken  for  typh 
fever. 

Was  the  primary  disease  typhoid  fever  or  pneumonia? 


Was  it  typhoid  fever?  Was  it  malaria!  fever?  A i 
ture  of  these  diseases  rarely  occurs,  the  great  majo 
of  cases  of  so-called  “ typho-malarial  fever  ” being  1 
ing  more  nor  less  than  typhoid  fever. 


COMMONWEALTH  OF  MASSACHUSETTS. 


CITY  OF 

BOSTON. 


RETURN  OF  A DEATH-1909. 

full  nam e Jam.e e ...C ...&t o v;e T Registered  No 10.945 

and  Residence  ( 

Date  of  Death 1909. 


Place  of  Death  | Boston  City  HOSpt 

Dec .29 


Age 


69 


8 


. years . 


.months days. 


STATISTICAL  DETAILS. 


SEX 

M 


COLOR 


w 


SINGLE,  MARRIED,  WID.,  DIV. 


M 


Maiden  Name. 


Husband's  Name. 


Birthplace . 


Name  of 
Father 


Harrison  Me 

Daniel  Stover 


Birthplace 
of  Father.. 


Maiden  Name 
of  Mother 


Birthplace 
of  Mother.. 


Occupation. 


Limerick, Me . 

Betsy  Clark 
Naples ,Me . 

Engineer (Locomotive  ) 


Informant- 


r!areemoval.r.i.al 

C R Bennison 

Y/inthrop 


Undertaker . 


PHYSICIAN'S  CERTIFICATE. 


I HEREBY  CERTIFY  that  I attended  deceased  during  last  illness, 


from 1909,  to 1909,  s; 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


P n eum  on  i a , Frac. F e mu  r , a c c id e n t a] 
fall 


Contributory  : 

(Duration) 


(S 


lgned) G..I...EMi;^ll.^®d.^x. 


.M.D. 


1909. 


SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 


Usual  Residence. 


Y’ in  t hr  op 


Filed Jan..lj1910 


1909. 


A true  copy. 
Attest : 


Registrar. 


ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


( CITY  OR  TOWN.) 


RETURN  OFL  A DEATH 

FULL  NAME Registered  No. 

Place  of  | / 7/  s 7^.  /K/  '*  Date  of  { ? / 

Death*  ! Death  \ 190  ^ 

£...y.....sQr&T.C+rr. ^..fr^rT^T^. ^7*777^77. Age ™ years £ months.... -^r: 


Residence 


STATISTICAL  RETAILS 


SEX 


SINGLE,  MARRIED, 

WIDOWED,  OR  C 

DIVORCED  7M 


MAIDEN  NAMEt  <X^ 

HUSBAND’S  NAME  t 

BIRTHPLACE! 

NAME  OF  ■"». 

FATHER  7 ' 7 

BIRTHPLACE 

OF  FATHER!  y 

/2.£ 

MAIDEN  NAME  — 

OF  MOTHER  rf.  & ^77 

rk  . *r  ■ Zl^z  c^t 

BIRTHPLACE  — -■  - 

OF  MOTHER!  / . 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


DATE  OF  BURIAL 

/ /„ 


1 9</  .C/. . 


ADDRESS 


]/l/u+*7L 


PHYSICIAN’S  CERTIFICATE 


I HEREBY.  CERTIFY  that  I attended  deceased  during  last 

illness,  from...^Tf^r...?^..^ 190  tf...  to  190.^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above.«id  that  the  CAUSE  Of  DEATH  was  as  follows : 
(T  0\JLck  'hun^u<\ 


Primary: 


.(duration)..  ..  DAYS 


Contributory : 


.S 

(Address) U^rsv^vVy^. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 years months days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Filed 


.190 


Clerk 


* City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI- 
DENCE, give  facts  called  for  under  "Special  Information."  If  in  a Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t In  case  of  married  or  divorced  woman,  or  widow. 

I State  or  country;  also  city,  town  or  county,  If  known, 

§ Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


